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THE EVOLUTION OF MITRAL 


Introduction 


he introduction of a successful operation 
T to correct mitral stenosis gave great 

impetus to all of heart surgery. The 
early endeavors of Cutler and Souttar in the 
nineteen twenties were the foundation for sub- 
sequent efforts.'-2 Although Souttar attempted 
digital dilatation (1923) and his patient sur- 
vived, it is doubtful that a great degree of 
valve function was restored. Nevertheless, his 
method of attack was sound and lay un- 
appreciated for many years. The successful 
efforts of Harken and others during World 
War II in removing foreign bodies from the 
heart and great vessels stimulated further 
interest in valvular surgery.? 

At the Medical College of South Carolina, 
Horace Smithy became a postwar pioneer in 
this field. Although he performed a success- 
ful operation for mitral stenosis, Harken pre- 
ceeded him in reporting success,5 followed by 
Bailey.6 Since these initial reports, great 
strides have been made not only in the de- 
velopment of the operation, but also in the 
selection of patients for operation. Although 
significant aortic stenosis offered until recently 
a fatal consequence, as it was with Smithy, 
surgical correction can now be effected by a 
newly developed technique with a mortality 
of less than 10%.7 

The life expectancy for significant mitral 


*Assistant Professor of Surgery (Thoracic Surgery) 
Medical College of South Carolina. 

Supported in part by the South Carolina Heart Asso- 
ciation, and Grant HTS5337 and H4419 from the 
United States Public Health Service. 


VALVULOPLASTY 


WENDELL B. THrower, M. D.* 
Charleston, 8. C. 


stenosis treated medically. is well known from 
the follow-up study of Olesen on a series of 
351 medically treated patients before surgery 
was available.® This study revealed that only 
51% of those 176 patients in Group III (handi- 
capped with progressive failure) survived for 
seven years. A study of comparable surgically 
treated patients showed an 87% survival after 
seven years. In Group IV (terminal cases) 
survival in the patients operated upon was 
54%, whereas it was 6% for the medically 
treated group at the end of six years. Such a 
contrast is striking. Furthermore, the operated 
group were more comfortable.®-1° 
Diagnosis 

In most cases the diagnosis can be made 
with certainty on the basis of symptoms of 
progressive failure, the typical auscultatory 
findings, right ventricular and pulmonary en- 
largement by fluoroscopy, and right ventricu- 
lar hypertrophy by electrocardiogram. Oc- 
casionally the evidence for mitral stenosis is 
equivocal. By transcutaneous catheterization 
of the left atrium under fluoroscopic guidance, 
pressures on both sides or the mitral valve can 
be measured.'' Normally there is no gradient 
across the mitral valve during diastole. An ob- 
struction produces an elevated atrial pressure 
and thereby a diastolic gradient. By simul- 
taneously measuring the blood flow, the valve 
size can be calculated in square centimeters.'? 
Left heart catheterization has been performed 
by the Harken group in over 400 cases. There 
was no mortality or significant morbidity." 
Associated valvular disease, such as significant 


aortic stenosis can thus be ferreted out and 
appropriate surgical therapy instituted.” 

Diagnosis during pregnancy must be made 
clinically because of the danger of radiation to 
the fetus. In the Harken group we found the 
objective cardiac signs are frequently diffi- 
cult to evaluate during pregnancy. If the diag- 
nosis can be made, however, a mitral valvulo- 
plasty carries but little added risk if performed 
in the second trimester. Thereby both the 
mother and baby can be salvaged.'4 

Discussion: 

The operative mortality for mitral valvulo- 
plasty has continued to fall so that the risk in 
Group III is now less than 1%. This figure is 
based on a study of 1000 consecutive patients 
who had mitral valvuloplasty;'S in other 
words, there were two deaths in the last 500 
cases. Although others have felt that Group 
IV (terminal) patients are inoperable, we 
have accepted them for operation with an 
operative risk of about 20%. This higher mor- 
tality places a great burden on the attending 
physician to have the operation performed 
before the deterioration takes place, and the 
patient slips from Group III into Group IV. 
Improvement in a follow-up over five years 
has been sustained at about 80% in Group III, 
and 60% in Group IV. Thus the salvage rate, 
even in the terminal group, is surprisingly 
good, although not so striking as that for 
Group III. 

Secondary recurrence of stenosis after an 
adequate valvuloplasty occurred in only eight 
cases of those 1000 patients reviewed by Ellis 
and Thrower.'® On the other hand, when an 
inadequate operation is performed, refusion 
is more apt to occur. Thus it is extremely im- 
portant that the best possible operation be 
done initially. 

To do a proper valvuloplasty involves not 
only opening of the commissures, but also 
mobilization of the leaflets, separation of the 
chordae tendinae and the recognition of the 
difference between actual fracture and mere 
dilatation. The avoidance of catastrophic ac- 
tions such as rupture of the aortic leaflet or 
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of a chorda is mandatory. This skill can only 
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doing hundreds of such operations. 

In instances of inadequate primary opera- 
tion, fortunately reoperation is technically 
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as an appendage for safety. Thus direct 
manipulation of the valve is possible without 
danger of laceration of the auricle and fatal 
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tion, the skill of the surgeon is of foremost 
importance. 

In the past several years, we have become 
increasingly conscious of stenosis beyond the 
primary fusion of the leaflets. This distal 
fusion of chordae tendinae and papillary 
muscles is called secondary stenosis. At the 
initial valvuloplasty, the best chance is pres- 
ent for restoration of total valve function. 
Dilatation is completely inadequate and an 
utter failure. Thus commissurotomy as de- 
scribed by some is only part of the procedure. 

The future developments in hypothermia 
and extracorporeal circulation may permit the 
procedure to be done under direct vision. 
Since the results of closed operation are ex- 
cellent, however, the gain by waiting is not 
great and delay can be disastrous. Unless the 
patient can afford to wait a number of years, 
the operation should not be postponed on the 
grounds of possible technical improvements. 

Summary 

Mitral valvuloplasty has evolved from the 
pioneer work of Smithy, Harken, and Bailey, 
to a point where the mortality is less than 1% 
in skillful hands. Over 80% of patients obtain 
lasting benefit if operated upon before pro- 
gression to the terminal phase. Even here, the 
salvage rate is 60%. Thus, a great burden 
rests upon the attending physician to have the 
patient operated on before deterioration oc- 
curs. Left heart catheterization is extremely 
helpful in differentiating mitral disease from 
other valvular diseases. Recurrence of stenosis 
is rare if an adequate valvuloplasty is per- 
formed initially. 
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INTUSSUSCEPTION OF CARCINOMA 
OF THE SIGMOID THROUGH THE ANUS 


REPORT OF A CASE 


hen one first sees a prolapse of a sig- 
moidorectal intussusception, it may be 
confused with a complete prolapse of 
the rectum unless one keeps in mind the differ- 
ences in these two entities. 

Complete prolapse of the rectum involves 
all the structures of the bowel including the 
muscularis, so that a tumor several inches long 
protrudes from the anus. This protruding mass 
is covered with mucosa except at the point of 
exit from the anus, where the skin runs on 
to it and joins the mucosa at the muco- 
cutaneous line. This means that the internal 
sphincter muscle forms part of the prolapse at 
its base. The opening of the lumen is at the 
apex. Between the double layer of prolapsed 
bowel is the elongated peritoneal cul-de-sac 
of Douglas anteriorly and the mesorectum is 
posteriorly.1 This peritoneal sac makes this a 
true sliding hernia of the perineum. There is 
usually marked atrophy of the levator and 
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sphincter muscles. 

In prolapse of a sigmoidorectal intussus- 
ception the anal region does not as a rule 
share in the prolapse, so the internal sphincter 
muscles and the mucocutaneous line remains 
within the sphincter canal. In this case a lumen 
can be seen at the apex and another lumen 
around the protruded bowel at its point of 
exit from the anus.' The levator and the 
sphincter muscles are usually normal. There is 
no hernial sac in this type of prolapse but the 
mesentery of the sigmoid colon is found be- 
tween the posterior wall of the sigmoid and 
the posterior wall of the rectum. 

Case Report. 

A 58 year old Negro male country store keeper 
closed up his store about 8:30 P. M. and went home. 
Shortly after arriving home he felt the urge to 
defecate and went to the bathroom where he strained 
slightly. He then noted there was blood in the toilet 


bowl. He put his hand back and felt something large 
protruding from his anus, about a foot long. He had 
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no pain at this time but he was frightened by what 
had happened and he had his family bring him im- 
mediately to the emergency ward of the Tuomey 
Hospital. By the time he arrived, about a half hour 
later, the protruding mass was causing severe pain 
and he was having colicky abdominal pains. He gave 
the history of having been quite constipated for about 
three weeks, becoming progressively more so and 
requiring purgatives to move him at all for the last 
few days. For the past two years he has noticed a 
slight protrusion at his anus and occasionally noticed 
passage of a small amount of blood. He had just 
assumed that he had a return of his piles for which 
he had been operated about 30 years before. He had 
recently completed treatment for a urethral stricture. 

Physical Examination: Well developed and nour- 
ished middle aged colored male in acute distress. 
Findings were negative except in the rectal area. 

There is about 14 inches of blue bowel protruding 
from the anus. At the distal end of this protrusion is 
a sessile, cauliflower tumor about 2 inches in diameter 
which is friable and bleeding slightly. Two lumens 
can be seen in this protruded bowel; one at the center 
of the distal end and the other surrounding the pro- 
truded bowel at the anus. The bowel was quite 
edematous, cyanotic and hemorrhagic, and could not 
be reduced at all. 

Clinical Impression: Carcinoma of the sigmoid with 
intussusception through the anus and_ beginning 
gangrene of intussuscepted bowel. 

Laboratory Work: Hemoglobin: 11.5 gm./100 ml. 
Leucocytes 9700 cu. mm. Polys. 58%, Lymps. 41%, 
Eosin 1%, Urinalysis: Negative. 

The patient had an abdominal and perineal prepa- 
ration; his blood was typed and cross matched and 
he was taken directly to the operating room. 
Operation 

Under satisfactory general anesthesia a low left 
rectus incision made. The peritoneal cavity was opened 
and explored. The liver was normal, no periaortic or 
mesenteric nodes could be palpated—entirely nega- 
tive exploration. The sigmoid curve had _ been 
straightened out and the descending colon which had 
taken the place of the sigmoid went through the 
peritoneal reflection in the pelvis in a straight line. 
The beginning of the intussusception could not be 
seen or felt abdominally and all appeared well above 
the peritoneal reflection. It could be seen that no 
small intestine had been carried down with the in- 
tussusception. 

The lateral peritoneum of the descending colon was 
then incised and the colon was mobilized as much as 
was possible and a loop colostomy performed. The 
loop was brought out through the wound, a glass rod 
passed through the mesentery and the incision closed 
in layers around the colostomy. A bandage was ap- 
plied and the patient’s legs then put up in stirrups. A 
little over a foot of large swollen bluish colored bowel 
was protruding from the anus. When this was pulled 
down the proximal portion was seen to be normal. 
An incision was made in the anterior surface of the 


outer wall near the anus and it was seen to be viable. 
The incision was extended transversely and the inner 
loop of bowel was exposed and seen to be viable. An 
incision was then made in the anterior wall of the 
inner loop of bowel and the two anterior walls were 
then sutured together with a single layer of catgut. 
The incision in the outer wall was then carried all the 
way around and the distal portion of the outer loop 
of bowel was reflected downward and the anastomosis 
continued out to both angles. The mesentery which 
had come down with the inner loop was now seen 
between the two posterior walls. It was clamped, cut, 
and doubly suture ligated. It was then pushed upward 
out of the way and the incision in the anterior wall of 
the inner loop was carried around posteriorly and the 
specimen of intussuscepted colon with the tumor was 
removed. The anastomosis was then completed around 
the posterior walls with a single layer of catgut. The 
bowel on both sides of the anastomosis was seen to be 
quite viable although there was considerable edema. 
Looking at this single layer anastomosis of edematous 
bowel made me very thankful that I had a proximal 
diverting colostomy. The anastomosis was then pushed 
up into the anus and it went back with ease. Digital 
examination revealed that the anastomosis was about 
3 inches above the anus. 

The patient returned to the ward in good condition. 

Convalescence was uneventful. The colostomy was 
opened 36 hours after operation and functioned well. 
The abdominal wound healed primarily without in- 
fection and there was no signs of an infection in the 
pelvis or perirectal region or around the anastomosis. 
At the time of discharge on the 15th postoperative 
day, the anastomosis could no longer be felt by digital 
examination. 

The pathologic report was as follows: 

“A hemorrhagic and seemingly partly necrotic lower 
intestinal mass, 18 x 8 x 5 cm., partly telescoped into 
itself, is received. A fungating, sessile, rough, friable 
gray-brown mass, 4.5 x 3.5 x 2.5 cm., protrudes into 
the lumen of the sigmoid colon from a base 3 x 3 cm. 
at a point 3.5 cm. from the proximal end. On section 
it extends to the muscular strata but cannot be demon- 
strated peripherad. Most of the intestinal wall is dark 
green-black-brown in color, but appears viable at the 
planes of resection. In the hemorrhagic mesosigmoid 
only one node, largely hemorrhagic, can be identified. 

Microscopic Description: The sessile mass is a low 
grade adenocarcinoma, with apparent secondary ex- 
udative infection. No invasion of the muscular strata 
is demonstrated. The discolored wall is hemorrhagic 
and partly necrotic. The lymph node is somewhat 
hemorrhagic. 

Pathological Diagnosis: Adenocarcinoma of sigmoid 
colon, grade 1, with intussusception into rectum and 
partial hemorrhagic gangrene.” 

Two months later patient was examined with the 
sigmoidoscope. The sigmoidoscope passed into the sig- 
moid with ease. The anastomotic site could not be 
definitely identified. A barium enema was also done 
and was entirely negative. The patient was then re- 


458 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ac 
be 
hi 
re 
ae 
Cc 
t 
€ 
\ 
1 
: 


admitted and the colostomy closed. The abdominal 
wound healed well and he began having normal 
bowel movements per rectum. When last seen he 
had returned to work and had no complaints. There 
was no evidence of prolapse or protrusion of his 
rectum through his anus. 
Comment 

It is important to differentiate between a 
complete prolapse of the rectum and a pro- 
lapsed sigmoidorectal intussusception because 
the treatment of the two conditions is differ- 
ent. As was seen in this case there was no 
weakness of the pelvic floor or sphincters and 
it was not necessary to repair them. In this in- 
stance the bowel had to be resected for two 
reasons: (1) the carcinoma, and (2) it was 
infarcted. If these conditions had not existed 
and the intussusception could have been re- 
duced from above, then theoretically a Mosch- 
cowitz type procedure would be all that would 
have to be done to effect a cure. On the other 
hand treatment of a complete rectal prolapse 
poses other problems. Judging from the num- 
ber of different operations in use for this con- 
dition, none of them is entirely satisfactory in 
all cases. In general, treatment consists of (1) 
resecting the prolapsed bowel or suspension 
and fixation from above; plus (2) obliteration 
of the cul-de-sac if done from above or ligation 


and removal of the hernial sac if done from 
below; and (3) restoration of the pelvic floor. 

The so-called Mont Reid procedure? or 
strangulation of the prolapsed segment by 
heavy silk ligatures over a large intraluminal 
rubber tube is mentioned only to be con- 
demned. It is dangerous in a rectal prolapse 
because of the possibility of including some 
small bowel which may have herniated into 
the cul-de-sac of Douglas. The vessels of the 
sigmoid mesentery which comes down with 
an intussusception are too large to be dealt 
with in this fashion and delayed hemorrhage 
is a very real possibility. 

Summary 

A case of intussusception of a carcinoma of 
the sigmoid through the anus is presented. The 
important differences in the diagnosis and 
treatment of a prolapsed sigmoidorectal in- 
tussusception and a complete prolapse of the 
rectum are briefly discussed. 
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Primary Mediastinal Tumors. Joseph Hodge, M. D. 
(Spartanburg), Gonzales Aponte and Edward 
McLaughlin, Thoracic Surg., 37:730, June, 1959. 

This is a study of 42 primary mediastinal tumors 
and classified on the basis of pathologic types in 
specific anatomical locations. 

There were 18 thymomas (43%), 11 neurogenic 
tumors (26%) and 8 teratomas and dermoid cysts 
(19% ). Bronchial cyst, hamartoma, lipoma and peri- 
cardial cyst accounted for the remainder of the group 
reported. 

Thymomas comprised the most frequent tumor; 14 
were malignant and 4 benign. Myasthenia gravis was 
associated with two benign cases and one malignant 
lymphosarcomatous type. The lymphocytic—lympho- 
epithelioma varieties were the pathologic types most 
often encountered. Dyspnea, cough, and chest pain 
were the chief complaints in over 60 per cent of the 
patients. Thoracotomy and excision was done in 14 
and median sternotomy was the approach utilized in 
four patients. 

Neurogenic tumors were predominantly in the 
paravertebral area of the posterior mediastinum and 
over 90 per cent were benign, neurofibroma being 
the most common type. A clinical history of chest 
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pain, dyspnea, with roentgenographic evidence of 
lobulated or round mass in the posterior or upper 
mediastinum is highly suggestive of a neurogenic 
tumor. Thoracotomy and excision was successfully 
performed in over 90 per cent of the cases. 


The majority of teratoid tumors and cysts were 
treated by thoracotomy and excision. An opacity in 
the anterior part of the superior or middle medias- 
tinum that contains bone, hair, teeth on chest x-ray 
examination establishes the diagnosis. 


Of the incidental tumors, the presence of a round 
opaque shadow in the cardiophrenic angle adjacent 
to or adherent to the pericardium, pleura and dia- 
phragm is compatible with the diagnosis of pericardial 
cyst. 

Hamartoma may be suspected if the roentgenogram 
demonstrates a dense mass surrounded by normal pul- 
monary tissue and exhibiting sharp, lobulated borders 
with areas of calcification. Thoracotomy and excision 
were performed for the incidental mediastinal tumors, 
but a left upper lobectomy was done for the hamar- 
toma reported. Of the total group of 42 cases, thora- 
cotomy and excision was successfully performed in 
36 cases. 
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MANAGEMENT OF MALIGNANT BLOOD DISEASES 
WITH COMPOUND E39 


Joun R. Sampey, Pu. D. 
Greenville, S. C. 


thyleniminobenzoquinone (Bayer E39) 
iy is one of the more promising of the 

newer chemotherapeutic agents in the 
control of chronic blood malignancies.* The 
number of patients treated to date with E39 
is too limited to have statistical significance, 
but the number of remissions observed in the 
score of clinical reports reviewed in this study 
are exciting enough to stimulate an increasing 
number of investigations. It will be noted that 
one-half of the papers cited were published 
only last year. 

Hodgkin’s Disease. Bayer E39 has been 
given more extensive clinical trials in the con- 
trol of Hodgkin’s Disease than with any other 
malignant blood disorder. Bernard' described 
2 complete and 3 fair remissions in 13 patients 
on E39 therapy, and Meythaler''-'2 reported 
3 objective and 3 subjective improvements in 
8 patients on E39 (2,5-bis-n-propoxyethyl- 
eniminobenzoquinone), Bayer A139 (2.5-bis- 
methoxyethylquinone) and sanamycin. OI- 
mer'® treated 8 reticuloses (Hodgkin’s and 
reticulosarcomas) with E39, and noted one 
complete and 7 partial remissions, but he 
warned of the danger of hemorrhages follow- 
ing the use of this drug. Consoli? found 4 
Hodgkin’s Disease responded well to E39 ther- 
apy, while Zaimi?? observed only fair clinical 
response in 3 cases. Bramezza? gave the histo- 
pathological changes in 2 patients subsequent 
to E39 treatment, and Cozzi4* termed the res- 
ponse of two patients to this drug as satis- 
factory. Rosa'7, however, found only one fair 
response in 3 patients, and DiPietro’ claimed 
only brief improvement in 2 other patients on 
E39, while Varga?! noted one patient with 
Hodgkin’s had a good remission but that one 
with lymphosarcoma found the therapy aggra- 
vated his condition. 

Chronic Lymphocytic Leukemia. Clinical 


Furman University, Greenville, South Carolina. 
*Southern, J. A. and Sampey, J. R., Paper read at the 
Southeastern Regional Meeting, American Chemical 
Society, University of Florida, December 1958. 


reports on E39 therapy of chronic lymphoid 
leukemia are almost as numerous as those on 
Hodgkin’s disease. Bernard' recorded 4 com- 
plete and 6 partial clinical and hematological 
remissions lasting to 12 months in 12 patients. 
In 1957 Meythaler'! noted that most of 9 
lymphoid leukemia patients had some hematic 
remissions, but the next year'? he observed 
favorable response in only 2 of 9 cases. Jan- 
sen® employed E39 or A139 to induce 20 
remissions in 21 chronic leukemia cases (10 
lymphatic and 11 myeloid). Kleinfelder'® de- 
scribed 2 good and 2 fair hematologic re- 
sponses in 4 chronic lymphocytic leukemia 
patients on E39. Olmer'S recorded one of 2 
patients had a good clinical response to E39, 
but DiPietro’ judged a negative response in 
one lymphoid leukemia case on this therapy. 
Shanbrom2° tabulated good clinical and 
hematologic remissions in chronic lympho- 
cytic leukemia following E39 administration. 
Chronic Myelocytic Leukemia. Attention 
has already been directed to remissions in 11 
patients with myeloid leukemia who were on 
E39 and A139 therapy.® Bernard' reported 3 
complete and 4 partial remissions in 10 
chronic myelocytic leukemias with this ethyl- 
eniminobenzoquinone, E39, and Kleinfelder'© 
noted 3 good hematic responses in 3 patients. 
Meythaler'' reported good remissions in 2 of 
3 patients with myeloid leukemia, which lasted 
2 months. Ravina'® found E39 had no effect 
on one case of myeloid leukemia. 
Lymphosarcoma. Lymphosarcomas _ have 
been the most responsive of the lymphomas to 
E39 therapy. Bernard' recorded 10 of 11 
lymphosarcoma cases that responded to this 
chemical, and DiPietro® described 2 of 3 cases 
having brief remissions with E39. Herrmann,” 
however, considered the drug overrated, for 2 
patients with lymphosarcoma and 2 with reti- 
culumcell sarcoma showed little benefit. 
Rosa'7? and Schwermer'® both reported fair 
improvement in one case each after use of 
E39. Jauneau® wrote of 2 good remissions with 
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E39, one lasting 6 months, and one patient 
was in excellent condition at the time of re- 
porting. Kleinfelder'® claimed little response 
in one case, and Moulinier'* judged the re- 
sults in another case as negative, while 
Verga?' stated the action of the drug was con- 
traindicated in one patient. 


Miscellaneous Blood Disorders. E39 has 
been employed in the management of several 
reticuloses. Bernard' recorded 6 of 12 re- 
sponses as favorable in patients with reti- 
culocell sarcoma. Rosa'?-'® in two reports de- 
scribed good responses in 2 of 3 patients with 
reticulosarcomas. Herrmann,” Jauneau,® and 
Kleinfelder'® all reported little improvement 
in patients with reticuloses following E39 
therapy. Olmer’s'® observations on remissions 
observed in Hodgkin’s disease and reticulum- 
cell sarcoma have already been noted. 

Shanbrom?° reported variable responses in 
7 patients with acute leukemia who were 
given E39, and Rosa'7 recorded no response 
in 2 other cases. Bernard! stated that one pa- 
tient with monocytic leukemia had a fair re- 
sponse with E39, but that a second grew 
worse on the therapy, while Kleinfelder'® ob- 


observed little response in one patient. Shan- 
brom2° reported that E39 induced the best 
remissions in chronic granulocytic leukemia 
observed in any of the chronic leukemias. 
Ravina'® described some improvements in a 
patient with mycosis fungoides after ad- 
ministration of the drug, but Bernard' found 
no effect in 2 cases. E39 was not satisfactory 
in 4 patients with multiple myeloma'-2° but 
Heilmann€ reported good objective improve- 
ment in 2 patients with plasmocytoma after 
E39 therapy. 

Summary. The 42 remissions in 62 reti- 
culoses (Hodgkin’s disease and reticulumcell 
sarcoma), the 58 remissions in 75 chronic 
lymphocytic and myelocytic leukemias, and 
the 16 remissions in 23 lymphosarcoma pa- 
tients reviewed in this study compare favor- 
ably with the best of the older forms of ther- 
apy of these malignancies. On the other hand, 
acute leukemia, multiple myeloma, and my- 
cosis fungoides responded poorly to E39 
therapy. 
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THE NEGROES OF CHARLESTON 
A STUDY OF HEMOGLOBIN TYPES, SEROLOGY, 
AND MORPHOLOGY 


W. S. 


he Gullah Negroes of lower South Caro- 

lina have long been recognized as a 

unique population whose speech and 
culture have attracted wide interest. Samuel 
G. Stoney and others have popularized the 
special accent and idiom, and their songs 
have been preserved with care. The linguist 
Turner claimed that hundreds of words and 
much of the syntax of the Gullah dialect show 
evidence of kinship to West African languages, 
and the survival of magic and religious prac- 
tices along the sea-islands have been viewed 
as further evidence of their cultural proximity 
to their land of origin. Switzer’s excellent 
studies showed that the coastal Carolina 
Negro has nearly twice the incidence of sickle- 
cell trait as Negroes elsewhere in the United 
States. 

How do the Negroes of lower coastal Caro- 
lina compare biologically with those of West 
Africa and with other American Negroes? In 
recent years students of racial classification 
have debated the relative merits of the con- 
ventional or “morphological” methods and the 
newer “genetical” methods. The customary ap- 
proach of physical anthropologists has utilized 
such observations as skin color, hair form, and 
head measurements. But the geneticists, con- 
ceiving of a race as a group of people having 
many genes in common due to common 
ancestry, have regarded the frequency of 
single-gene traits like the blood types as the 
best measure of the degree of kinship. 

The Gullah Negroes provide an excellent 
opportunity not only to ascertain distance from 
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parental stocks, but also to test the methods of 
analysis and to explore the evolutionary factors 
which may account for their biological posi- 
tion. 

In defining the African parental stock, it is 
extremely fortunate that the record of slave 
importations is more complete for Charleston 
than for any other port of entry in the con- 
tinental United States. In her comprehensive 
study based on newspaper advertisements, 
Donnan lists 72,877 slaves imported from 1733 
through 1807. Omitting the small numbers 
from the West Indies and a few indefinite 
regions, the slave traffic may be grouped into 
six areas, whose percentage contribution is as 
follows: Senegambia (20), Windward Coast 
(23), Gold Coast (13), Whydah-Bennin-Cala- 
bar (4), Congo (17), and Angola (23). On 
the rice and cotton plantations of coastal Caro- 
lina the Negroes were blended into large and 
relatively isolated communities where they 
vastly outnumbered whites. This situation 
shaped the typical Gullah culture and may 
have influenced the biology as well. As Negro 
migration into the coastal area since the end 
of the slave trade has been negligible, it ap- 
pears highly probable that the Negro of the 
area today is the descendent of the African 
regions indicated. 

Subjects were obtained through the 
“colored” clinics of the Medical College of 
South Carolina, in Charleston, chiefly ob- 
stetrics, medicine, and less frequently ortho- 
pedics; a few came from surgery and gyne- 
cology wards of the affiliated Roper Hospital. 
The sample consists of 479 women and only 
57 men with an age range from 14 to 79. For 
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blood studies all age groups were included; 
for morphology, only those 18 and above. 
Among females the 18 to 30 age group con- 
stituted almost half of the total. 

Of the 513 subjects reporting birthplace, 
one-third were born in the city of Charleston, 
over two-thirds within the county of Charles- 
ton, and almost 95% within the coastal tier of 
counties in South Carolina considered the land 
of the Gullah Negro. Of the parents whose 
birthplace was known to the subject, 11% 
were natives of the city, 60% were natives of 
the county, and 85% were from the coastal 
strip. It thus appears highly likely that the vast 
majority of subjects studied are geographically 
representative of the Gullah Negro. Of the 
subjects who reported on the birthplace of 
their parents, 46% named the same place for 
father, mother, and self. On the average the 
distance between the birthplace of the father 
and that of the mother was 25 miles; and in 
73% of the cases, the two parents were born 
within ten miles of each other. These figures 
suggest that the coastal Negro of recent 
decades neither forms small breeding isolates 
nor wanders afar in search of his mate. 

The method of analysis of hemoglobin fol- 
lowed the electrophoretic techniques of Larson 
and Ranney (’53), which differentiate among 
normal (AA), sickle cell (SS), and C (CC) 
hemoglobin, and any combinations of them 
(AS, AC, and SC). Results of the survey are 
presented in table 1. The high incidence of 
hemoglobin S is slightly above the 13.6% sick- 
ling incidence which Switzer (48, 50) found 
by wet smear studies of 4066 Negroes of the 
area. As shown in table 2 the Charleston gene 
frequencies are remarkably close to those of 
Africa. Wet smear determinations yield re- 
sults similar to electrophoretic studies. 

In view of Allison’s (’54) hypothesis that 
falciparum malaria has an effect in maintain- 


TABLE 1 
Distribution of Hemoglobin Types in Charleston 
Sample 
HEMOGLOBIN NUMBER FREQUENCY 

AA 393 814 
AS 73 151 
Ss 2 .004 
AC 14 .029 
cc 1 .002 
0 .000 

TOTAL 483 1.000 
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ing the frequency of the sickle cell gene, it is 
noteworthy that the lower Carolina region has 
known malaria in endemic proportions since 
colonization in the late seventeenth century 
(Childs, 40). Although the disease is virtually 
non-existent today, as recently as 1937-44 
McDaniel found among 58,658 Negro school 
children in 23 coastal counties, 2219 positive 
malarial smears, of which 1840 were falci- 
parum. Although the extent of falciparum in- 
fection in the distant past cannot be deter- 
mined, the large number of known deaths from 
malaria in general plus the high incidence in 
school children cited above suggest that it 
has been of prime importance in the Carolina 


TABLE 2 
Comparison of Hemoglobin in Four Populations 


U. S. 
Gene West Africa Charleston Negro White 


A 898 904 937 1,000 
S 084 080 050 000 
Cc 018 016 013 000 
% Sickling 15.8 13.6 7.3 0.0 
% Sickling 

calculated from 

gene frequencies 16.6 15.5 9.6 0.0 


low country. As the abnormal hemoglobin 
genes may have been thus influenced by 
selection, they will not be averaged in with 
the serological genes in the determination of 
biological distance which is to follow. 

One significant finding of the present study 
is the age distribution of subjects with ab- 
normal hemoglobins, as revealed in table 3. 


TABLE 3 


Association of Hemoglobin and Age in Charleston 
Sample 
(Both Sexes ) 

AGE AA AS AC TOTAL 
14 - 29 

Number 181 42 9 232 

Percent 78 18 4 100 
80 and up 

Number 210 26 5 241 

Percent 87 11 2 100 


TOTAL NUMBER 391 68 14 473 
Chi-square, 2 d.f. — 6.81 
p= 


Subjects under 30 have almost twice the fre- 
quency of abnormal hemoglobins of those over 
30. If the heterozygous sickle cell hemoglobin 
confers a selective advantage it is difficult to 
explain this marked differential. Is it possible 
that the virtual disappearance of malaria in 
recent decades has destroyed the advantage 
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of the heterozygote and even reduced it in 
viability to a level below that of the normals? 
Whatever factor is operative apparently effects 
both S and C hemoglobin. 

ABO, Rh, MN, Henshaw, Duffy, and Kell 
blood factors were utilized in the analysis of 
genetical distance, after the observations were 
reduced to gene frequencies. Comparison of 
the Charleston sample with data from West 
Africa, American Negroes, and Whites shows 
a gradation, with Charleston intermediate be- 
tween the African and American Negro pop- 
ulations. For example the highly negroid Rho 
gene frequency is .586 in West Africa, .558 in 
Charleston, .465 in the U. S. Negro, and .023 
in Whites. Sanghvi’s chi-square test of the 
blood type genes was used to compute the de- 
gree of dissimilarity between the populations. 

Morphological traits employed were skin 
color, nose and face width, lip thickness, 
prognathism, and sitting and standing heights. 
Again a gradient between the four populations 
could be detected in most of these physical 
features. The generalized distance, or D2, of 
Mahalanobis was used to compute morpho- 
logical dissimilarity. 

As indicated in table 4, the blood types and 
the morphology yield similar pictures. Both 
methods suggest that the Gullah Negro is ap- 
preciably closer to his African ancestors than 
are most American Negroes. 


TABLE 4 


Comparison of Morphological and Serological 
Distances Based on Mean Units of Square Root 


alues 
Morphological Serological 

White — Africa 1.72 1.70 
White — Charleston 1.53 1.59 
White — U.S. Negro 1.01 1.31 
U. S. Negro — Africa .75 61 
U. S. Negro — 

Charleston 54 44 
Charleston — Africa 44 35 


On the basis of morphological and _ sero- 
logical findings the Charleston Negro has been 
compared with the West African Negro, the 
American Negro, and the Whites to determine 
the degree of similarity among them. What 
biological meaning can be assigned to the 
distance thus computed? In theory the blood 
type frequencies, dependent upon single 
genes inherited in a known Mendelian man- 
ner, fully expressed, and not subject to en- 


vironmental modification within the individual, 
should be perfect indicators of the degree of 
affinity. Such genes, especially those showing 
wide variations in frequency among the pop- 
ulations considered, appear to be ideal for 
the modern genetic concept of race. Yet the 
monogenetic nature of the blood type genes 
permits them to be readily affected by random 
fluctuations and sampling error. The same 
frequency of a gene may occur in diverse and 
obviously unrelated people, while groups as 
closely akin as two North American Indian 
tribes may show a striking difference. Only 
recently has a start been made in unravelling 
the possible role of selection in the blood types. 
Other major drawbacks to the genetical ap- 
proach at the present time are the complexities 
of technique and the rather few “gene” traits 
known which occur in suitably high fre- 
quencies. Nevertheless, a large number of 
blood factors should yield a fairly accurate 
measure of biological relationship, especially 
where adequately supported by data from 
such other disciplines as history, archeology, 
or physical anthropology. The totalled Chi- 
square calculations based on serology may be 
considered a reasonable approximation to 
genetic kinship among the populations in- 
volved. 

The morphological traits present a different 
kind of problem. In addition to the difficulty 
of precise measurement, no simple pattern of 
inheritance is known for these polygenic traits. 
Many if not all are subject to environmental 
modification within the individual, skin color, 
hair color, and hair form being especially 
malleable. Selections through many millenia 
probably plays the major role in the formation 
of most such racial traits; chance fluctuations 
should wield relatively little influence. In the 
absence of known artificial deformation or 
time enough for appreciable natural selection, 
morphology should yield a reasonably accu- 
rate index of relationship. The generalized 
distance, allowing for intercorrelations and 
range of variation of the traits, should provide 
the best estimate. 

Satisfactory agreement of the two methods 
is indicated by the present study. 

The major evolutionary factor most likely 
responsible for the biological positions of the 
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populations appears to be hybrididization be- 
tween West Africans and Whites. This phe- 
nomenon is indicated by the gradation in 
serological and morphological factors. The 
implication of the data is that, although both 
intermediate groups have undergone admix- 
ture with Whites, the Negroes of Charleston 
have received far less White genes than 
Negroes elsewhere in the country. That the 
average American Negro shows evidence of 
significant admixture is known from the 
studies of Herskovits (’30) in morphology and 
genealogy and those of Glass (’55) in genetics. 
Coon, Garn, and Birdsell (’50) even consider 
them distinct enough to be called a separate 
“race”. 

Why should the Gullah Negro have less 
genetic contribution from Whites than those 
Negroes elsewhere in the United States? The 
ratio of the races on the low-country planta- 
tions may provide one answer. Just as the 
social situation molded the language and cul- 
ture characteristic of the Gullah Negro, it may 
have played a dominant role in shaping the 
physical man as well. Besides offering less 
opportunity for mixture, the social situation 
probably created a psychological factor op- 
posing it. Wherever Negroes are in close asso- 
ciation with a dominant White society in large 
numbers, White physical traits seem to be 
held at a premium. Those Negroes with in- 
dications of Caucasian admixture have greater 
opportunities for transmitting their genes. But 
in isolates composed overwhelmingly of dis- 
tinctly Negroid individuals a sense of social 
cohesion develops which militates against 
those showing signs of admixture. Mate 
selection, operating on visible traits, might be 
strong enough to discourage miscegenation or 
to lead to the migration of hybrids away from 
the area. Although documentary proof is lack- 
ing, it is likely that such a mechanism has had 
significant influence among the Negroes long 
isolated in the coastal counties of lower South 
Carolina. 

The Charleston Negroes are not only nearer 
to Africa biologically; they are also somewhat 
removed from the African-White axis relative 
to the general American Negro. This fact sug- 
gests that somewhat different parental stocks 
may have fused in the formation of the 
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Negroes of Charleston and those elsewhere in 
the United States. The provenances of Negroes 
brought to America, other than to Charleston, 
is inadequately known. Areas to the south and 
east in Africa were apparently engaged in the 
slave trade, especially in the illegal operations 
following 1808. Even within West Africa the 
relative contribution of tribes to the Gullahs 
may have differed significantly from that to 
other Negroes of America. The White com- 
ponent which fused with the Negro may also 
have varied appreciably in different parts of 
America. 

The question of Indian admixture with the 
American Negro has been raised by Hersko- 
vits and by Glass (55). The former, 
basing his argument chiefly on genealogy, sug- 
gests a significant degree of Indian contribu- 
tion to the amalgam. The latter, relying pri- 
marily upon the serological genes, concludes 
that the Indian flow has been virtually negligi- 
ble. In frontier days many opportunities ex- 
isted for miscegenation, and a few communi- 
ties of today bear witness to such racial fusion. 
Some physical and verbal evidence for Indian 
admixture came to the author’s attention dur- 
ing a survey of the sea-island area of Georgia. 
Although Indian gene frequencies in general 
(as reported by Mourant, 54) are compatible 
with the theory that that race did contribute 
genes to the American Negro, too little in- 
formation is available for a precise statement 
of the degree of Indian influence. Serological 
studies are almost entirely of tribes beyond the 
range of possible fusion with Negroes, and 
these exhibit wide variability. 

As the difference in degree of admixture and 
in ancestral stocks may not be the sole ex- 
planation of the divergence of Charleston from 
other American Negroes, other evolutionary 
factors should be considered. Could natural 
selection produce significant differences in the 
two hybrid populations? It is difficult to con- 
ceive of environmental agents, differing be- 
tween coastal Carolina and the rest of the 
nation, potent enough to create detectable 
differences in a mere dozen generations. The 
relative isolation of the Gullah Negroes on 
large plantations through one or two centuries 
appears to offer an ideal situation for the op- 
eration of genetic drift. Until recent decades 
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the vast majority of the native Negroes of the 
coastal strip probably spent their entire lives 
within a few miles of their birthplace. But 
any random fluctuations in gene frequencies 
thus produced should tend in varying direc- 
tions within any small isolate. The 25-mile 
average distance between birthplace of the 
subject’s parents in the present sample sug- 
gests that any deviations produced in the iso- 
lates of the past would be cancelled out in the 
formation of the larger gene pools of recent 
generations. It therefore appears likely that 
neither natural selection nor genetic drift has 
played an appreciable role in the biological 
position of the Charleston Negro. 
Summary 

Data have been presented on approximately 
500 Gullah Negroes of the Charleston, South 
Carolina, vicinity. Comparisons have been 
made with natives of West Africa, average 
American Negroes, and Whites. Values for 
abnormal hemoglobin in the Charleston 
sample are close to African ones and may have 
been maintained at this high level through the 
action of falciparum malaria. The degree of 
similarity between Negroes of Charleston and 


other populations has been analyzed by two 
methods: Sanghvi's Chi-square of the gene 
frequencies for blood types and Mahalanobis’ 
generalized distance for the morphological 
traits. Results of the methods are quite similar; 
both show that the Charleston Negro is dis- 
tinct from, and closer to Africans than, the 
general American Negro. Hybridization to a 
lower degree appears to be the major cause 
of the biological position noted. 

Notes: The present article is a condensation of one 
appearing in the American Journal of Physical 
Anthropology, 16:241, (June, 1958.) Figures for 
West Africa obtained from the literature were ar- 
ranged first by sample size within each slave-trade 
region and then by the per cent contribution of that 
region to the Charleston importation. Blood type 
figures for Whites are based on English data. All fig- 
ures and their literature references are available from 
the author. A list of articles cited appears with the 
original paper noted above. Permission for publication 
of this revised version has been obtained from the 
editor. 
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Perforation of Dura by A Plastic Catheter During 
Continuous Caudal Anesthesia. Hamelberg, Wm., 
(Charleston), Siddall, J., and Claassen, L. A.M.A. 
Arch. Surg. 78:357 (Feb. 1959) 

A case report is presented in which a plastic 
catheter placed in the caudal canal inadvertently 
pierced the dura, and as a result, high spinal anes- 
thesia occurred. This particular technique of anes- 
thesia was chosen because of the general physical 
condition of the patient. Prompt resuscitative meas- 
ures, including artificial ventilation with oxygen and 
intravenous vasopressors, prevented a fatal outcome 
of this particular complication. 

A discussion is presented, emphasizing the pre- 
cautions to be taken when utilizing this technique of 
anesthesia and the means of treating complications if 
they should arise. 
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Skin-Marking Technique—John van de_ Erve. 
Charleston. AMA Arch. Derm. 79:244, Feb. 1959. 

A simple, safe, easy and long-lasting method of 
marking the skin is described. Tamerin and Born- 
stein (1950) used the same method for outlining 
varicose veins before surgery. 

An interest in oil painting led to the use of the 
felt nib pen such as artists use. The ink is an oil-based 
aniline dye. On the skin it is waterproof and lasts for 
two to five days, depending on sweating and on 
friction from clothing. 

In four hundred patients, no sensitivity reactions 
were found. 

The Flo-Master Hospital Marking Pens and the 
Marsh 77 Felt-Point pen were used and found satis- 
factory. 

John van de Erve 
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THE TREATMENT OF DERMATOSES WITH 
TOPICAL FLUOROMETHALONE ALONE AND IN 
COMBINATION WITH NEOMYCIN* 


W. Wyman, M. D. 
Anderson, South Carolina 


Ithough excellent results are obtained 
A in the treatment of dermatoses with 
topical preparations of hydrocortisone, 
the physician is often concerned about the 
possibility of the occurrence of systemic side 
effects secondary to the absorption of this 
steroid by the skin and mucous membranes. 
Such absorption does occur, and it has been 
reported to cause systemic side effects,'-3 
Other newer adrenal steroids have proved to 
be topically effective in lower doses;4-® but 
the effective systemic dose is also lower than 
that of hydrocortisone—and to the same de- 
gree. For these reasons, the development of 
fluoromethalone (Oxylone) is of interest. 
Systemically, the anti-inflammatory activity 
of Oxylone is only one to three times that of 
hydrocortisone; whereas it has been demon- 
strated to have forty times the activity of 
hydrocortisone when applied topically. This 
division between local and systemic activity 
is an important advance, since it allows topical 
treatment theoretically equivalent to treat- 
ment with 1% hydrocortisone with an amount 
of material having a possible systemic effect 
of only one-thirteenth to one-fortieth that of 
an equal amount of 1% hydrocortisone. 


The purpose of this paper is to record data 
obtained in a clinical study comparing the re- 
sults of treatment of various dermatoses with 
025% Oxylone and 1% hydrocortisone. In 
some instances the steroids were in a cream 
base; in others, they were in an ointment base 
and were combined with neomycin (5 mg. 
per gram). As the concentration of Oxylone 
was one-fortieth that of the concentration of 
hydrocortisone in the preparations used, it 
was expected on theoretical grounds that the 
results would be similar. 


Materials and Methods 


Thirty-two patients with 20 skin diseases 


*Supplied as Oxylone Cream and Neo-Oxylone Oint- 
ment by The Upjohn Company, Kalamazoo, Michigan. 
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were treated with .025% Oxylone cream. 
Sixty-five patients with 26 skin diseases were 
treated with .025% Oxylone-Neomycin oint- 
ment. Where symmetrical lesions existed, 1% 
hydrocortisone cream or 1% hydrocortisone- 
neomycin ointment was used concurrently. 
Otherwise, treatment with one compound fol- 
lowed treatment with the other. In a few in- 
stances, where neither of these alternatives 
was available, comparison with 1% hydro- 
cortisone was based on prior experience. 


The response to treatment was graded as 
“excellent” when the lesion completely dis- 
appeared, “good” when there was consider- 
able improvement in the lesion, “fair” when 
slight improvement occurred, and “poor” when 
there was no apparent change following 
treatment. Comparison with 1% hydrocorti- 
sone was based on objective and subjective re- 
sponses to treatment. 


Results 

In 31 cases, .025% Oxylone cream was equal 
to 1% hydrocortisone and in one case superior. 
(See table 1.) In 60 cases, .025% Oxylone- 
Neomycin ointment was equal to 1% hydro- 
cortisone-neomycin ointment, in 2 cases less 
effective, and in 3 cases superior. (See table 
2.) 

Treatment failures (“fair” or “poor”) with 
Oxylone-Neomycin ointment occurred in 2 
patients, who derived more benefit from 
hydrocortisone-neomycin ointment. Each of 
these patients had neurodermatitis. As re- 
corded in the tables, 4 other patients with 
this disease responded satisfactorily to Oxyl- 
one; and in the one instance where Oxylone 
cream was used, it was superior to hydro- 
cortisone. 

Summary and Conclusion 


Ninety-seven patients with various derma- 
toses were treated topically with fluoro- 
methalone, an adrenal steroid having a 
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No. 

Disease Pts 
Allergic Dermatitis 7 
Contact Dermatitis 8 
Drug Eruption 1 
Eczematous Dermatitis 1 
Epidermolysis Bullosa 1 
Folliculitis 1 
Fungus Infection 1 
Neurodermatitis 3 
Neurotic Excoriations 1 
Pruritus 4 
Seborrheic Dermatitis 1 
Varicose Eczema 3 
TOTALS 32 


Duration 
of 
Treatment 


1 wk.-3 mos. 

4 dys.-6 wks. 
2 wks. 

6 wks. 

2 wks. 

1 wk. 

3 wks. 

1 wk.-6 wks. 

2 wks. 

4 wks.-8 wks. 
2 wks. 


4 wks.-2 mos. 


TABLE 1. RESULTS OF TREATMENT OF DERMATOSES WITH 
0.025% OXYLONE CREAM 


Comparison with 1% 


Results Hydrocortisone Cream 
Excellent Good Fair Poor Superior Equal Inferior 
5 2 7 
1 7 8 
1 1 
1 1 
1 
1 1 
1 1 
2 1 1 2 
1 1 
4 4 
1 
3 3 
6 23 1 2 1 31 


TABLE 2. RESULTS OF TREATMENT OF DERMATOSES WITH 
0.025% OXYLONE-NEOMYCIN OINTMENT 


Disease 


Atopic Eczema 
Contact Dermatitis 
Eczematous Dermatitis 
Erythema, atopic 


Fungus with id and 
sensitivity to medication 


Hand Dermatitis 
Insect bites 

Irritation 

Keratosis 
Neurodermatitis 
Otitis Externa 
Pruritus Vulvae 
Psoriasis 

Seborrheic Dermatitis 


Senile Keratoses 


Varicose Eczema 
TOTALS 


Duration 
No. of 
Pts. Treatment 
5 1 wk.-1 mo. 
11. 1 wk.-5 mos. 
9 1 wk.-6 wks. 
1 1wk. 
1 1wk. 
5 1 wk.-3 wks. 
1 1wk. 
1 wk.-2 wks. 
1 2 wks. 
16 1 wk.-3 mos. 
1 2wks. 
1 2mos. 
1 2 wks. 
6 1 wk.-3 wks. 
1 3 wks. 
2 3 -wks.-8 wks. 
65 


Comparison with 1% 
Hydrocortisone-Neo- 


Results mycin Ointment 
Excellent Good Fair Poor Superior Equal Inferior 
4 1 5 
1 10 1 10 
1 8 1 8 
1 1 
1 1 
5 5 
1 1 
3 3 
1 1 
1 13 1 1 14 2 
1 1 
1 1 
1 1 
6 6 
1 1 
2 2 
3 57 2 3 3 60 2 
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pronounced topical effect and little systemic 
effect. Fluoromethalone .025% was used 
alone and in combination with neomycin. The 
results were compared with those following 


the topical use of 1% hydrocortisone in similar 
combinations. 

It is concluded that fluoromethalone .025% 
is as effective topically as hydrocortisone 1%. 
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THE GREENVILLE COUNTY MEDICAL 
SOCIETY HISTORICAL SKETCHES 


V THE PAUSE BETWEEN TWO WARS 
J. Decnerp Guess, M. D. 


This is the fifth of a series of articles, adapted from 
the book A Medical History of Greenville, South 
Carolina, written by the same author, and which 
will be published by the Greenville County Medical 
Society in 1959. 

reenville was the home of Camp Sevier, 
+ a large army training camp during 

World War I. The city was over- 
crowded during the war years. Several Green- 
ville doctors had been called into war service 
and those who remained were overworked. 
The influenza epidemic of 1918 made matters 
much worse. Through it all and in spite of it 
all Greenville had made a wide spread name 
for itself as a friendly, progressive city of fine 
people. 

Greenville doctors began returning from the 
war in 1918, and other doctors who had gone 
from medical school or hospital or from small- 
er communities to the armed services came to 
Greenville to become a part of the medical 
community. 

When the writer came to Greenville in 
November, 1919—fresh out of the army, he 
received a cordial welcome from every doc- 
tor he met and a very helpful one from most 
of them. 


December, 1959 


The doctors of that early postwar period 
who stand out in his memory were first of all 
a small group of doctors who had offices in 
the Southeastern Life Building or across the 
street in the Greenville News Building. These 
were Dr. C. H. Fair, a general surgeon, re- 
cently returned home after army service; Dr. 
William Burnett, a family doctor, but the 
most interested and wisest obstetrician in the 
city; Dr. W. B. Sparkman, who had recently 
completed special surgical training in Chicago, 
and who was limiting his practice to surgery, 
with special interest in gynecology; Dr. Gil- 
man Glover, who was already in the process 
of limiting his practice to pediatrics, to be- 
come the pioneer pediatrician of the county. 
This group of men were to move into the then 
nearly completed Professional Building on 
East North Street, Greenville’s first medical 
office building. 

Dr. E. W. Carpenter and Dr. Emmett 
Houston were partners in practice and were 
outstanding specialists in diseases of the eye, 
ear, nose, and throat. They, too, were moving 
into the Professional Building. Dr. J. W. Jer- 
vey and Dr. L. O. Mauldin were the other two 
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specialists in eye, ear, nose, and throat. 

Dr. C. B. Earle was in his prime and was 
undoubtedly the leading surgeon of the 
county. He had spent the war years as chief 
of the surgical division in the army hospital 
at Camp Wadsworth near Spartanburg. Dr. 
W. C. Black was his chief competitor in gen- 
eral surgery. 


There was a private laboratory of clinical 
pathology and radiology operated by Dr. John 
Parker, who had recently taken special short 
term training in these subjects and who had 
moved to the city from Williamston. 

Dr. Fletcher Jordan claimed the largest 
family practice in town, and he was a greatly 
beloved and very kindly doctor, and a very 
jealous one. 


Dr. J. L. Anderson and Dr. R. C. Bruce also 
had large practices with the business and 
professional people of the city. White collar 
people were comparatively few as compared 
with the people who lived in the textile vil- 
lages and intervening non-textile villages 
which surrounded the city. Although there 
was no distinct dividing line between these 
two groups, since there was considerable 
family inter-relationship, and some crossing 
over from one group to the other, it was true 
generally that there were city doctors and 
there were suburban doctors who were called 
mill doctors. Most new doctors got their starts 
in the mill villages, and many doctors elected 
to continue to serve that clientele, with no 
effort to build a city practice. 

There was one fee for the textile or other 
worker in the suburban villages and another 
and a higher one for the professional, the 
tradesman, and white collar family within the 
city. 

Except for the eye, ear, nose and throat 
specialists and the surgeons, doctors’ offices 
were places to await for and to receive calls 
for house visits. It was not unusual to send a 
woman patient home to have any kind of a 
physical examination made. Doctors’ offices 
were not staffed or equipped to make those 
examinations. The usual fee for an office medi- 
cal call was $1.00. The offices of the surgeons 
were better equipped and staffed, and much 
minor surgery was done in them. The emer- 


470 


Tue JOURNAL OF THE SouTH CAROLINA MEDICAL AssOCIATION 


gency room of the hospital was not well 
equipped for even very minor surgery. 

Greenville has never been a city for evening 
or Sunday office hours. Whether that attitude 
resulted from a lack of economic pressure on 
the doctors, or from some other cause, the 
writer has never been able to determine. Dr. 
L. O. Mauldin went to his office regularly on 
Sunday mornings. Dr. C. B. Earle went fre- 
quently in order to do needed dressings. Other 
men went only when necessary. The evening 
hour usually ended at five o'clock. 

Perhaps, because of this custom, or more 
likely because of the fact that the textile mills 
ended the day shift at six o'clock, there was 
always a peak load of house calls at seven to 
eight o'clock—made after the workers, 
husband and wives, had gone home, eaten 
their suppers, and he had gone down to the 
drug store, where a telephone was available. 

During the early postwar years there came 
to Greenville a number of new doctors. Dr. 
C. C. Ariail had come early in 1919 to do gen- 
eral practice, but with a keen interest in ob- 
stetrics. The writer had come in the fall, to do 
general practice, but already was planning to 
prepare himself for obstetrics and gynecology 
as a specialty. Dr. George R. Wilkinson, first, 
and then Dr. Hugh Smith, both well prepared 
for specialty and consultation practice in in- 
ternal medicine, opened offices equipped and 
staffed to do reliable clinical laboratory and 
diagnostic x-ray examinations, and to make, 
record, and file complete diagnostic studies. 
This was an important and progressive step 
in medical practice in the state, and one that 
became rapidly popular with doctors and with 
their patients. The men were soon referred to 
as diagnosticians, a designation which they 
made no effort to refute. It really was not so 
erroneous a title after all. The general prac- 
titioner of those days made no great effort to 
diagnose any except the more self-evident con- 
ditions. The general surgeons, although most 
popular as consultants regardless of the nature 
of the case, were given to quick physical ex- 
aminations, brief histories, and frequently to 
snapshot diagnoses, backed up all too fre- 
quently by exploratory operation. 

A patient could be sent to these new “diag- 
nosticians” in the morning and by the next 
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afternoon and frequently, in acute cases, that 
same afternoon, one would have an opinion 
based upon a wide experience of careful ob- 
servation and correlation, an extensive knowl- 
edge of the literature, a careful history, a care- 
ful physical examination, and adequate lab- 
oratory and x-ray studies. This was fast work, 
convenient work, and by men of good judg- 
ment. No wonder that people commented on 
their thoroughness, and that doctors and pa- 
tients called them diagnosticians. 

The Fewell twins, John and Will, came to 
Greenville in 1920 to become associated with 
Dr. Jordan in his large family practice. It 
was frequently whispered that Dr. Jordan 
furnished the patients, and the Drs. Fewell 
the modern medical approach in their prac- 
tice. 

Dr. Gilman Glover, a native of the city, had 
become interested in pediatrics as a specialty, 
and he restricted his work to diseases of in- 
fants and children shortly after the war. Dr. 
I. H. Grimball limited his practice to pedi- 
atrics a short time later. 

Dr. Richard Pollitzer was a native of 
Charleston. He had graduated at the College 
of Charleston and then at the Medical College 
of South Carolina. Like most young doctors 
who remained in Charleston after graduating 
at the Medical College, he became affiliated 
with it as an instructor. His medical interests 
were at first rather general, but as time went 
on, they became more and more limited to 
pediatrics. He prepared himself, perhaps, as 
well as was possible at that time, to be a 
specialist in pediatrics. He became an in- 
structor and lecturer in pediatrics at the Medi- 
cal College. He came to Greenville shortly 
after the war, and became the dean of Green- 
ville’s pediatricians, as he was also of fully 
trained pediatricians in South Carolina. 

Greenville, already well supplied with gen- 
eral surgeons, eye, ear, nose and throat special- 
ists, and internists, now became equally well 
supplied with pediatricians. Soon they were 
joined by Dr. John F. Simmons, who came 
from Greenwood, seeking a broader field in 
pediatrics. 

Dr. Humphrey Wolfe came to Greenville 
after the war to take charge of the enlarged 
x-ray facilities of the City Hospital. He op- 
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erated the department in the hospital and had 
a private laboratory downtown in the then 
new Professional Building. He was well 
trained and skillful in x-ray diagnosis and 
also in therapy up to the limits of his equip- 
ment. Later because of either real or sus- 
pected excessive x-ray exposure he sold out 
his practice and equipment to Dr. Will Judy, 
who came to Greenville from St. George. Dr. 
Judy operated the business with great success 
and general satisfaction until his health failed 
him shortly after the mid-point of the cen- 
tury. 

Along with the increase in numbers and in 
training and ability of the doctors and in their 
interest in specialization, there was an increase 
in the facilities and size of Greenville Gen- 
eral Hospital as the old City Hospital has come 
to be called. These factors working together 
brought about a recognition of Greenville as 
not only a medical center but as the medical 
center of the northwestern portion of the state, 
the Piedmont Region. 


The first out-patient clinic of the hospital 
was opened by the writer in 1930, with the 
help and the blessings of Mrs. Byrd Holmes, 
the progressive superintendent of the hospital. 
Gynecology was still a part of general surgery 
in the hospital staff organization. A general 
surgeon had said in the course of a rather 
heated discussion of a proposal that gynecol- 
ogy be separated from general surgery and 
united with obstetrics to form a new and in- 
dependent division, that if gynecology were 
removed from the general surgery service, 
acute appendicitis, with emergency appen- 
dectomy, would be all that was Jeft. It was not 
a great exaggeration. Ununited and malunited 
and a part of acute fractures had already been 
taken away from the general surgeons and 
given to the orthopedic division. Practically 
no stomach surgery, an occasional case of 
gallbladder surgery, only acute traumatic 
brain surgery, and no lung or heart surgery 
was being done. Chronic salpingitis, fibroid 
tumors of the uterus, ovarian cysts (including 
follicle cysts, ripe follicles, and corpus luteum 
cysts, all of which were being removed fre- 
quently, under the mistaken notion that they 
were abnormal) and operations for retro- 
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version of the uterus made up the great mass 
of surgery being done in Greenville. 

The opening of an out-patient clinic in 
gynecology was an entering wedge, which 
finally resulted in the complete separation of 
gynecologic surgery and general surgery in 
the departmental set up of the hospital. It did 
not interfere with the private practice of 
gynecologic surgery by general surgeons. 

In 1920, the Greenville Medical Society was 
an active, going concern. The meetings were 
held regularly, they were very well attended, 
and the programs were usually interesting. 
The secretary was the program committee, 
and it was up to him to find the speakers. 
Usually this was not too difficult, because 
competition was still keen among the mem- 
bership, ambition ran high, and a good paper 
made a valuable impression. 

The membership of the society had been 
small enough and its growth had been slow 
enough, that almost every member had had 
an opportunity to advance through the various 
offices to the presidency. To be elected presi- 
dent did not necessarily mean that a man had 
earned the honor by devotion and endeavor. 
It frequently meant simply that his time had 
come. 

Sometimes the secretary was caught with 
a meeting imminent and no speaker im- 
mediately available. It was then up to him to 
write a paper himself if necessary. But to 
write and to discuss papers in those days was 
no novelty. The members of the society pre- 
pared the programs for the meetings. 

Not only did the local doctors prepare their 
own programs for the county society meetings. 
A group of younger men who came to Green- 
ville after World War I organized a medical 
club, which was attended enthusiastically and 
regularly for many years. The programs con- 
sisted of papers based on cases seen and 
treated, followed by general discussions. 
Strangely enough, the interest in the meetings 
was finally destroyed by a member who was 
too enthusiastic, too regular in attendance, 
and too excessive in his participation, along 
with the fact that his cases were not too in- 
teresting to the group. He talked the club to 
death. 

It was in this postwar epoch that the Gen- 


eral Hospital became accredited for intern 
training. Since that time it has never had any 
great difficulty in attracting a nearly adequate 
intern staff each year. Thus many of our out- 
standing doctors came to Greenville first as 
interns. 


The end of this era was marked by the 
beginning of World War Two. The impact of 
the war was first felt medically when Dr. C. H. 
Fair, Dr. C. N. Wyatt, Dr. W. W. Edwards, 
and Dr. J. E. Lipscomb, each of whom was in 
the medical officers reserve corps, were 
ordered to active duty. Then went Sam Fisher 
who had been declined in the first World War. 
Then Hugh Smith was accepted by the army, 
after having been declined by the navy. Then 
went Gertrude Holmes. Men too young to 
serve in World War One were called to duty 
now in rapid succession: Dacus, Goodlett, 
Cline, Taylor, Allison, Allen, Perry Bates, 
Robert Brown, Moore, Tom Parker, Poole, 
Hal Powe, Reese, West Simmons, Keitt Smith, 
Whitworth, McBrearty, and others. The 
Greenville Society provided forty-five service 
medical officers. 


There resulted a tremendous squeeze in 
Greenville’s medical service—more people, a 
rapidly increasing birth rate, and a decimated 
medical profession. Many of the general prac- 
titioners gave up obstetrics under the pressure 
of other work. The obstetricians operated 
their practice on an assembly line basis. Hos- 
pital beds were in such short supply that ob- 
stetrical patients were kept in hospital only 
three days, and there was usually some wo- 
man in labor waiting for every bed about to 
be vacated. 

Induction of labor was the rule rather than 
the exception, and labor was arranged when 
possible, so that delivery would occur at night 
so as not to interfere with office practice. 
Many a doctor at home longed for the regular 
and short hours of colleagues who were 
assigned to military hospitals in this country 
or abroad. 

So the epoch ended on a note of fatigue, 
overwork, haste, lack of opportunity for de- 
liberation or recreation on the part of the 
older men who were left at home, and on one 
of impatience and regret and the realization 
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of increasing age without any financial 
security and without the seasoning which 
must come, before one can be happy in his 


practice, on the part of the younger men in 
service. It was truly a time for a change, the 
change that was already coming. 


ELECTROCARDIOGRAM 
OF THE MONTH 


Precordial R’ Waves 


Dae Groom, M. D. 
Dept. of Medicine 


This month’s unusual electrocardiogram was con- 
tributed by Dr. Leonard J. Ravenel of Kingstree, 
S. C. 


Case Record—A 30 year old man was judged by 
history and his manifestations of anxiety to have 
neurocirculatory asthenia. No objective evidence of 
heart disease was found nor were any specific symp- 
toms of cardiac disability elicited. His electrocardio- 
gram is shown below. 

Electrocardiogram—There is a fairly regular sinus 
rhythm at a rate of 82 and the P-R interval is at the 
upper limit of normal (0.20). None of the limb leads 
show any real abnormality. However in the unipolar 
leads recorded over the right side of the precordium 
there are huge R’ waves reaching up to 10 mm. in 
height in Vz, and width of these QRS complexes ex- 
ceeds 0.10 as contrasted with the normal measurement 
of 0.08 in all leads from the extremities. 

The T waves are diphasic or inverted in V: and V- 
but the apparent inversion in Ve is an artifact. 
Discussion—Small R prime waves (second positive 
deflection of the QRS following the R and S waves) 
are fairly common in electrocardiograms of normal 
subjects. Usually they are no more than 1 or 2 mm. in 
height, have almost negligible width, and are largely 
confined to leads from the right of the sternum. They 
may be so inconspicuous as to go unnoticed. R’ waves 
of the magnitude and width shown here, extending 
as far to the left as Vs, are unusual, and their inter- 
pretation in the absence of obvious disease is un- 
certain. 

Prominent R’ waves in V: and V2 are known to 
occur in right bundle branch block, in right ventricular 
hypertrophy (the so-called “diastolic overload” type), 
in the Wolff-Parkinson-White anomaly, in tracings 
having S waves in all three standard leads (the “S,, 
S:, S: syndrome”) and in normal hearts. Similarly, 
myocardial infarction may disrupt ventricular con- 
duction to a specific area sufficiently to cause them, 
as in “peri-infarction block”. Flattened, diphasic or in- 
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verted T waves are a frequent accompaniment of 
large R’ deflections. 

Most of these causes can be ruled out here with 
reasonable certainty. The normal width of the QRS 
complexes in all the limb leads plus absence of an S 
wave in lead I would not be expected in right bundle 
branch block, nor would the normal electrical axis if 
there were any appreciable degree of right ventricular 
hypertrophy. Actually, this electrocardiogram is with- 
in normal limits except for the first three precordial 
leads, and the first half of the QRS complexes in 
them is normal with increasing R waves as the 
electrode is advanced to the left. It is the terminal 
portion of these QRS deflections which apparently 
contributes the additional width at that particular 
area and indicates that the underlying myocardium is 
being depolarized late. Moreover, the direction of the 
delayed depolarization (R’) is anterior, toward the 
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electrode at the Ve and Vs; positions, not toward the 
right as it would be in right bundle branch block. 
Since this terminal potential is predominantly in the 
antero-posterior plane it is not portrayed equally in 
leads taken from the extremities and lateral aspects 
of the heart. 

The currently accepted explanation for the type of 
R’ waves illustrated here is that they are due to late 
depolarization of an area of myocardium in the 
region of the pulmonary conus. This is based on the 
fact that it is the pulmonary outflow tract, formed 
largely by the crista supraventricularis, which faces 


of 


anteriorly and underlies the position of the electrode 
on the right precordium where the peculiar de- 
flections are recorded. But why activation of that area 
should be so delayed in some subjects, or should give 
rise to so large a potential in others, is not entirely 
clear. Enough R’ waves similar to those illustrated in 
this case but of lesser magnitude have been recorded 
from apparently normal hearts that they should prob- 
ably be regarded as normal variants in the absence of 
any other electrocardiographic or clinical evidence of 
disease. 


THE CHANGING IMAGE OF MEDICAL CARE 


Harry J. Loynp 
President 
Parke, Davis & Company 
Michigan Clinical Institute 
Detroit, Michigan 
March 12, 1959 


The subject I have selected for my remarks, “The 
Changing Image of Medical Care,” was chosen be- 
cause I believe that it is something we should recog- 
nize and a subject which is, or should be, of deep con- 
cern to us. I would like to explore this topic with you. 

The public’s concept of adequate and proper med- 
ical care is changing, in some respects for the better, in 
others for the worse. They appreciate the minis- 
trations of the medical profession, but not always its 
ministry. 

There are, of course, many reasons for this, not 
the least of which is the avidity with which all news 
media respond to medical news, both good and bad. 
Perhaps, too, in light of this interest, the traditional 
professional reserve and total devotion of the phy- 
sician to his strictly professional duties has made it 
appear that he resists any change in his environment. 

Dr. Frank Slaughter, as reported in the Journal of 
the Florida Medical Association, as part of a talk 
entitled, “The Physician in a Troubled World,” has 
this to say: “Perhaps the most deadly form of con- 
formity, as applied to doctors, is the widespread be- 
lief that a man of medicine must be isolated from 
the affairs of the world. Medicine must always deal 
not simply with disease but with the whole man in re- 
lationship to society, for man cannot long remain 
healthy in an unhealthy society. The great men of 
medicine have all been outstanding as intellectuals, as 
philosophers, or in other ways. One needs only to read 
the writings of Sir William Osler and Oliver Wendell 
Holmes to realize this truth once again. Even Rudolf 
Virchow, father of cellular pathology, left his micro- 
scope long enough to write: ‘People must feel that they 
belong together, not on account of a common ancestry, 
which they perhaps do not have . . . but on account 
of a spirit in which they live together.’ What better 
credo could be laid down in these troubled times when 
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the nations of the world must stand together for 
peace, or fall separately into oblivion?” 

Since you have been kind enough to invite me, a 
non-physician, to talk on this program, I would like 
to immediately establish a common ground for dis- 
cussion and to emphasize that I have no feeling of 
hesitancy in making a few observations or in mention- 
ing some problems which, in my opinion, should be 
considered by the medical profession. Let me explain 
that my lack of trepidation in this assignment is due 
to the fact that the ethical pharmaceutical manu- 
facturers, whom I represent, are, today, so intimately 
and directly concerned with the problems of medicine 
and their solution, that we could not possibly place 
ourselves in a position of a totally disinterested ob- 
server, even if we wished to do so. Our success and 
our future survival are totally dependent upon the 
well-being of the private practice of medicine. We 
have a proprietary interest in any problem or any 
program of the medical profession. We must, there- 
fore, have and maintain a complete familiarity with 
medical practice and a continuing determination to 
further everything that is good for our democratic 
concept of medical care, and to oppose every effort 
to dilute or destroy it. In short, I would like to have 
you consider my remarks as those of an “inside-out- 
sider,” and of one who is deeply conscious of the fact 
that your problems are, in part, our concern as well. 

I would like also to eliminate any impression which 
my introduction as a “pharmaceutical lecturer” might 
have given. It is not my intention to lecture this group 
of practicing physicians as a professor would before 
a group of students. Rather, I would ask that you 
consider my remarks as those of a professional col- 
league who is just as deeply concerned with the 
problems of medicine as are any of you, and who is, 
in fact, perhaps even more so when you consider the 
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point I have already made that the survival of the 
ethical pharmaceutical manufacturing industry is 
totally dependent on your survival as an independent 
element of the free enterprise system. 

I would ask that you gentlemen consider that some 
of the problems of the pharmaceutical manufacturers 
are also your problems, and that the way in which 
both your profession and ours conduct their activi- 
ties is mutually important and mutually contributory. 
Of more immediate concern is the fact that the pub- 
lic is immensely interested in our business and your 
profession and have been inclined, particularly in 
recent years, to take an almost intrusive interest in 
us. 
Today, health—or the lack of it—which we call 
disease, is no longer entirely a personal thing; it is 
not even an insular thing. Health is everybody's prob- 
lem and everybody’s business—and there is getting to 
be an astronomical number of “everybodies.” In 1957, 
the world population was estimated as almost 3 bil- 
lion persons and in 1958 were added another 47 
million. In one year, the total world population was 
increased by more people than the populations of all 
the New England states plus those of New York, New 
Jersey, Pennsylvania and Maryland. Further, it is 
expected that within the next 20 years the total 
population of our world will increase to over 4 billion 
people! Since this population explosion is by no means 
confined to far away foreign areas, we must be more 
than casually interested and concerned. As colleagues 
in the business of medical care, we must recognize the 
immense problems this population bulge will create 
for our health team in the future. We in the phar- 
maceutical manufacturing industry have tried to 
recognize this huge population increase by the ex- 
pansion of our research and production facilities, with 
particular reference to our worldwide operations. We 
feel that the medical problems of the rest of the 
world are of more than academic interest to us in 
this country and, in fact, that expansion of our facili- 
ties to the other continents might well be considered 
as a constructive kind of statesmanship. In the long 
run, drugs which cure or suppress malaria in India 
or control yaws in Africa may prove to be more de- 
cisive weapons against tyranny than intercontinental 
ballistic missiles. 

As population grows, so will increase the already 
widespread interest in medical care and in therapy 
itself. We have seen, in the past few years, a revolu- 
tion in the public reporting of medical and scientific 
progress throughout the world. Whether we approve 
or not, the fact remains that all peoples have de- 
veloped an almost insatiable appetite for medical 
information. News media have discovered that the 
reporting of such information is of greater reader 
interest than almost any other subject. This intense 
concentration of attention on our professions has been, 
perhaps, a blessing in disguise. We in the pharma- 
ceutical manufacturing industry frequently have been 
embarrassed by premature publicity of our research 
efforts. The medical profession has been equally dis- 
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turbed by public demands for medications which have 
not even had satisfactory clinical trial before the pub- 
lic knows more about them than do you. Perhaps, 
however, we should not be too disturbed by this some- 
what premature reporting of medical advances if we 
consider the public’s appetite for this type of informa- 
tion as an indication of their earnest desire for better 
medication and greater disease prevention. Rather, 
we should take the necessary steps to see to it that 
the information the public receives is accurate and 
free from exaggerated or unwarranted claims. Un- 
fortunately, we have not as yet done very much to 
insure this type of accurate medical reporting or to 
eliminate sensationalism and wishful thinking from 
medical information furnished to, or acquired by, 
public reporters. We tend to scream in anguish over 
exaggerated medical articles in public journals but 
we, too often, do little or nothing to insure the ac- 
curacy of such reports. In fact, we sometimes try to 
cloak ourselves in an “ivory tower” atmosphere of 
mystery and erudition which is illogical. We are both 
living in a medical “goldfish bowl’—in an age when 
everything an industry or profession does is open to 
immediate public reporting and opinion. We are sub- 
ject to scrutiny which can rapidly become highly 
critical if great care is not exercised to insure that 
the public understands our activities. In this con- 
nection, I am reminded of an article which appeared 
in a recent issue of Medical Economics, entitled, 
“You're Not Running a Private Concession!” In this 
article, Dr. Norton S. Brown, President of the New 
York County Medical Society, states that, “While 
medicine used to be entirely a private enterprise, it 
is changing to the character of a public utility.” He 
says, “Medicine used to be a private concession 
operated by doctors for doctors. It is now becoming 
a public utility operated by doctors in cooperation 
with other segments of society.” 

It is entirely possible that the pharmaceutical in- 
dustry is also assuming some characteristics of a pub- 
lic utility, at least to the extent that is evidenced by 
public interest in our products and in our research 
program, and by the attention devoted to us by 
political and governmental groups. 

Here, again, perhaps we should be complimented, 
rather than frightened, by this sometimes irritating 
attention. It indicates that medical care is a vital 
public issue, and, therefore, deserving of political at- 
tention as a factor which will influence voters toward 
those politicians who make use of its obvious position 
in the public consciousness. 

The American medical profession, and its ancillary 
services, including pharmaceutical manufacturers, 
have set a standard for the world. Through the 
achievements of our research programs, and the 
capacity of our drug industry, we have demonstrated 
our ability to successfully control disease and nutri- 
tional problems which were historically accepted as 
destroyers of populations. The rest of the world has 
seen our success and wants to share it. This is a good 
thing, and is our responsibility and our opportunity 
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to make not only a medical, but a political contribu- 
tion to the world in which we live. 


We in this industry are proud of our research con- 
tributions and of the way in which they have assisted 
the physician in his efforts to treat or prevent disease. 
We like to think that we both have contributed to- 
ward a longer and healthier life span for the world’s 
people. Perhaps we have helped the public to achieve 
a confidence that most major diseases can be ade- 
quately controlled with existing knowledge and med- 
icines. Together, we have probably maneuvered our- 
selves into the position which was recently expressed 
by a prominent clinician discussing medical advances. 
He said that we have made so many advances in the 
prevention or cure of previously epidemic infections 
that we are in the anomalous position of saving people 
from so many of the diseases which decimated popu- 
lations in the past, that they are now candidates for 
diseases which were previously of small statistical 
importance and which were largely ignored in previ- 
ous medical care programs. We quite literally pre- 
vent their illness or death from some infections so 
they may become victims of other and as yet un- 
conquered ones. There are many more mountains cn 
our medical horizon and there is little probability that 
our research efforts can or should be curtailed in the 
future. We still have a big job to do in medical re- 
search. 

We also have one in a seemingly unrelated but 
equally vital field—public relations. While our ability 
to do a medical job of prevention and cure has given 
us the stature of a giant, our image, in the mind of 
the public, has changed. Too many of them are being 
told that our private medical system is an avaricious 
and selfish one—in short—that it’s about time to cut 
it down to size and control it by regimentation and 
bureaucratic supervision. The public gratefully, even 
if sometimes indifferently, accepts the vastly im- 
proved service we offer but they read that it costs 
too much. 

How has this changing image developed—and why? 
A generation or less ago the relation between a phy- 
sician and his patient was a highly personal one in 
which little or no outside influence would, or indeed 
was permitted to intrude. There was little reason for 
the physician to explain his medical or economic pro- 
cedures to the patient. I know that you will agree 
that the attitude of the public toward their medical 
advisors has changed. It is now one to which some 
physicians find it difficult to adjust and one which 
is resented by others and indeed baffling to some. 

The physician these days is not treating just the 
affected patient on a personal basis, but is guiding 
whole family units—mates, parents and siblings—to 
mold environments where stressful stimuli as causa- 
tive or contributory agents are effectively reduced. 

In this changing image, the trend is toward a 
greater institutional character in medicine. It is a 
world-wide trend. In all countries, regardless of differ- 
ing economic or political systems, medicine is 
changing from a private relationship between two 
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individuals into a medico-social institution or, more 
precisely, into part of a great network of social wel- 
fare institutions which is making it possible to shift 
the emphasis from periodic cures to continuous health 
maintenance. 

Also, the 1959 physician is dealing with a much 
more “hep,” sophisticated and demanding clientele— 
the group brought up in the past decade on popular 
magazines accepted by them as authoritative “medi- 
cal journals.” 

After reading some of the current comments in lay 
journals, it is rather disheartening to reflect that we, 
who were so recently eulogized as the source of life- 
saving miracle drugs, are now pilloried as profiteers. 
And it’s plain by the news from Capitol Hill that 
such criticism is not limited to magazines and news- 
papers, but is relished as a grassroots political issue. 

It is said that there are almost 2 million persons 
who owe their lives to new drug discoveries of the 
past 15 years. The fact that some of these same per- 
sons are now criticizing the industry and the profes- 
sion that saved their lives is not base ingratitude—but, 
rather, simply ignorance of the facts. Again, an ex- 
ample of the need for a sound public relations pro- 
gram. 

All of us—physicians, pharmacists and manu- 
facturers—are partners sharing a common interest in 
serving the health needs of the patient. The image 
they form of us should be of mutual concern. We 
should all work together to demonstrate our rightful 
position, because, in this changing image of medical 
care, health is indeed everybody’s business. 

We must recognize that it is our job to educate the 
public to some phases of medical care which have 
previously been highly privileged and therefore un- 
discussed and unpublicized. We must lead the pub- 
lic to understand that medicine is an art and a 
science which is not, and never will be, a com- 
pletely exact, formalized, or mechanical procedure. 
We must teach them to understand that experimenta- 
tion and risk is always involved. We must do these 
things, and yet, at the same time, impress them with 
the high quality of private medical care and the de- 
sirability of its administration by private practitioners. 
We must welcome accurate and factual reporting and 
we must justify our procedures, and the price we 
charge for them. 

I would like to take a moment to discuss this ele- 
ment of medical care—its cost—a subject which has 
received an enormous amount of publicity, much of 
it critical and detrimental. It is alleged in the public 
press that medical care is too expensive and, in sup- 
port of this accusation, we see articles which state 
that the physician makes too much money, that hos- 
pitals grossly over-charge their patients, and that 
drug products are over-priced to the excessive profit 
of the producer. It is not my intention to launch into 
a long explanation or defense of the economics of 
drug product pricing, or of medical care itself, other 
than to say that here, indeed, is one area where we 
have failed to give the public our side of the story. 
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The alleged facts that have been aired by the public 
press are sometimes warped, exaggerated or illogical 
conclusions by writers who are antagonistic or who 
are simply appealing to an apparent appetite for 
sensationalism. Most newspaper and magazine writers, 
on the other hand, are sympathetic with the public 
relations problems of medicine, and many of them 
have done us signal service in presenting the true 
facts to the public. For example, in our industry, we 
have found that, if you give the press the complete 
facts, both technical and economic, their reports are 
accurate, well-written and sympathetic. The good 
scientific writer resents his undisciplined colleague 
just as much as we do a maverick in our own ranks. 

We have not done a very good job of explaining the 
cost of modern medical care in the light of what the 
average person gets for their medical care dollar. 
Certainly modern medical care, and its auxiliary ser- 
vices of hospitalization and drugs, cost more per unit 
than they did in previous generations—but what do 
they get for their money? In my opinion, today’s medi- 
cal care is the biggest service and commodity bar- 
gain that any person will ever buy in their entire life- 
time! But we have not convinced the public of this 
fact. 

If we are to avoid further federal legislation, spur- 
red by public misunderstanding, the health team 
must explore all avenues and join together to support 
a mutually beneficial program of public information 
and communication based on nothing but facts—in 
short—a good, sound public relations program. It is 
important if we are to keep medicine in the hands of 
the medical practitioner and not hand it, by default, 
to some government agency or bureau. 

A recent survey of medical and pharmaceutical 
associations throughout the country would indicate 
that there is much confusion and uncertainty as to 
just what they should do on the subject of public 
relations. In fact, the survey revealed that there is 
almost an even split between those who feel it de- 
sirable to deal directly with qualified science writers 
of the press and those who feel that it is not in the 
public’s interest to report on medical activities. Most 
of the associations have public relations committees, 
but in many instances their relations with the lay 
press rather resemble two strange bulldogs glaring 
and snarling at each other. It is obvious that there 
is little agreement on a basic policy in dealing with 
the press, and it is apparent that the physician and 
the pharmaceutical manufacturer both need and are 
looking forward to the day when a clearer under- 
standing of public relations responsibilities will lead 
to more productive public relations efforts. The results 
—a better informed and more accurately informed 
public. 

As time goes on, the long-term interests of the medi- 
cal profession, the ethical pharmaceutical industry, 
and the general public are going to become in- 
creasingly identified. Moreover, with the passage of 
time, the welfare of each group—the fate of each 
group—is going to rest increasingly in the others’ 
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hands. It is of paramount importance, therefore, that 
each of the three groups learn to understand and ap- 
preciate the problems and viewpoint of the other two. 
Only through mutual knowledge and understanding 
can each group be led to sacrifice its own short-term 
interests for the long-term common good, so necessary 
now that health is becoming everybody’s business. 

Let’s face it! We are going to have public attention 
—public relations—whether we like it or not. Let's 
make sure it is good relations and favorable attention. 

We don’t need to impress people that we are 
skilled—that we are capable—that we are “ten feet 
tall!” We need, rather, to demonstrate that we are 
wide in our understanding, sincere in our desire that 
everyone, regardless of their economic level, benefit 
from our joint efforts—that the mystery of the medi- 
cine man is no longer part of our image—but that 
its removal reveals a bigger and more cosmopolitan 
profession—and one which needs—and deserves— 
unreserved public approval and support. 

Our external communications are a problem—but I 
believe we have an internal one as well. As I see it, 
today’s physician finds, because of the tremendous 
increase in medical knowledge, that his period of 
training has no end, either in time or cost. The pres- 
sures on him to specialize have increased to the point 
where, even if he decides to go into general practice, 
he feels the need to pass his boards to become a “gen- 
eral specialist.” The personal pressures on him, 
especially the demands on his personal time, have in- 
creased to the point where he cannot possibly ac- 
complish all of the things he feels he should do: see 
one to two hundred patients per week; read ten to 
fifteen general and special medical journals per month; 
see ten to fifteen detail men a week; read several 
hundred pieces of direct mail each week; attend hos- 
pital staff and county medical society meetings; at- 
tend special seminars; attend state and national medi- 
cal conventions; etc.—all this besides sparing a little 
time for the demands on him as a human being, for a 
wife, children, and a little civic and social life. So it 
is not surprising that he may neglect the intangibles 
of his public socio-economic image. 

Can the drug manufacturers help with this prob- 
lem? The answer is “yes.” We have already taken an 
active role in the job of creating a good public image 
for medicine. My own company, for example, has car- 
ried on, for nearly 30 years, an extensive advertising 
campaign—not on our products—but on the behalf 
of the medical profession. We have urged the public 
to “See Your Doctor”; we have discussed “The Cost 
Of Medical Care”; and we are now telling them of 
the rich heritage of the medical profession. We would 
like to believe that this campaign has helped convince 
the public that our private medical care system is 
worth keeping as the biggest bargain of their lives. The 
many comments we have received, both from the 
medical profession and from the public, convince us 
that it has helped. 

It is still, however, a job for both of us—you as 
physicians— and we as manufacturers—to justify this 
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concept to a public already conditioned to a paternal 
political concern with health matters and to convince 
them that a private enterprise medical system is not 
only effective, but, in the long run, less expensive. 


Perhaps in our urge to grow medically tall we have 
distorted and attenuated our old public image. We 


need social and economic width if we are to avoid 
“welfare state” control. 

Millions now living and millions yet unborn will 
have healthier and happier lives because of the medi- 
cal job we can do. Let’s make sure their concept— 
our image—is an equally healthy one. 


The surgical correction of calcific aortic stenosis in 
adults II. Results in the first 100 consecutive trans- 
aortic valvuloplasties. Dwight E. Harken, Harrison 
Black, Warren J. Taylor, Wendell B. Thrower 
(Charleston) Harry S. Soroff and Vannevar Bush. 
Jour. Thoracic Surg. 36:759, December 1958. 

The life cycle of aortic stenosis has been shown to 
end quickly once deterioration begins. The usual 
symptom triad of angina, syncope or left ventricular 
failure, and auricular fibrillation with the physical 
finding of a diamond-shaped aortic murmur and cal- 
cification of the aortic valve on fluoroscopy and left 
ventricular hypertrophy by electrocardiogram are 
strong indications for consideration for operation. 

In a series of 54 patients advised by us to have 
operation on similar indications but who did not ac- 
cept or come to operation 49 were dead within six 
months. 

One hundred consecutive patients had surgical cor- 
rection by a newly developed transaortic procedure. 
The mortality rate has gradually decreased from 35% 
in the first 20 patients to 8% in the last 60 patients. 
Follow-up studies from 6 to 36 months indicate that 
86% are improved. 

Serious consideration for surgical relief to all pa- 
tients with symptomatic aortic stenosis should be 
given. The gratifying salvage from this fatal disease 
encourages further use of this technique. 


The surgical correction of calcific aortic stenosis in 
adults. I. Technique of transaortic valvuloplasty. 
Dwight E. Harken, Harrison Black, Warren J. Taylor, 
Wendell B. Thrower, (Charleston) Harry S. Soroff 
and Vannevar Bush. Amer. Jour. Cardiology 4:135, 
August 1959. 

Surgical correction of calcific aortic stenosis in 
adults in congestive failure constitutes a great sur- 
gical challenge. After experience with various open 
and closed techniques a transaortic valvuloplasty has 
been developed. Study of postmortem specimens (by 
color movies) without destroying the valve ring leads 
to better comprehension of basic morphologic pat- 
terns of aortic stenosis. Recently the pulse duplicator 
has added to the kinetic evaluation of valve function. 

Differentiation of aortic stenosis, aortic insufficiency, 
arteriosclerotic heart disease and associated mitral 
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valvular disease may not be clear by clinical findings 
alone. Left heart catheterization combined with in- 
dicator-lution studies represents a useful and safe tool 
for hemodynamic appraisal. 

The aorta is exposed through a vertical midline 
sternotomy. A plastic tunnel is sutured to exclude a 
portion of the aorta. The surgeon’s finger or valvulo- 
tome is insinuated through the tunnel which controls 
bleeding and permits fracture of the commissures 
with mobilization of the valve leaflets. The head ves- 
sels are occluded during manipulation of the calcified 
valve for 15-20 seconds with rest periods of at least 
two minutes with no serious cerebral embolic com- 
plications in the past 99 patients. Operative mortal- 
ity and follow-up studies are reported elsewhere. 


A lithopedion and a contralateral tubal pregnancy. 
Harry R. Temple, M. D. (Florence) and Lawrence 
L. Hester, Jr., M. D. (Charleston) Obst. & Gynec. 
14:537, (Oct. 1959). 

A case report of a 32 year old colored female who 
reported to the out patient clinic of the Medical Col- 
lege of South Carolina with the history and physical 
findings of a ruptured ectopic pregnancy of approxi- 
mately 12 weeks gestation. At laporotomy there was 
active bleeding from the right fallopian tube and a 
12.5 cm. living fetus with the placenta attached to the 
fimbriated end. Replacing the distal one third of the 
left tube was an 8 cm. ovoid, necrotic placental mass. 
Further exploration of the upper abdomen revealed 
an 18 cm. partially calcified lithopedion separate 
from the pelvic viscera and enmeshed in the omentum. 
Bilateral salpingectomy and omentumectomy were 
necessary for removal of the fetuses. 

Due to the improved treatment of salpingitis the 
incidence of ectopic pregnancy may have actually in- 
creased; however, the detection of this condition has 
also improved, so that lithopedion formation is a 
truly rare occurrence. Oden and Lee in 1940 
enumerated the conditions necessary for the develop- 
ment of a lithopedion, one of which is the fetus must 
survive in the abdomen for more than 3 months 
(otherwise it is absorbed). 

There are a number of interesting cases reporting 
the circumstances leading to the discovery of this 
unusual condition. 
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PRESIDENT’S PAGE 


THE CARE OF THE AGING 


Why should a Pediatrician write on this topic . . . . (The Care of the Aging)? Well, my 
answer is threefold: First, I am speaking as President of the South Carolina Medical Associa- 
tion. Second, it is the responsibility of the pediatrician to give them the proper start in life, and 
we are now gving these infants and children such an excellent beginning, that they know not 
when to stop. Thirdly, and by no means least, it is a topic that has increased in magnitude, 
which involves almost every physician and encompasses practically all professions and busi- 
nesses. 

At the turn of the century the average life expectancy was 47.3 years of age. In 1920... 
54.1, 1930 . . . 57.7. In 1957 average life expectancy in males was 66.3, females 72.5. The num- 
ber of people in the United States sixty-five years and over, estimated July 1, 1957 was 14,750,- 
000. Advance in life expectancy in the first half century has been largely due to lessened in- 
fant mortality and control of infectious and contagious diseases. The further increase in lon- 
gevity of life will be due to advances made in the care of the aging. 

You can readily judge why it is of utmost importance that we take cognizance of this 
gigantic task. Is it not the research scientist and the doctors who have been responsible for 
prolonging their lives? The answer is definitely, yes, therefore it is certainly our responsibil- 
ity to see that the aged are properly cared for. 

What are we doing about it? Where the incomes of such individuals are limited, we as 
practicing physicians must make adjustments. Some of these people may be able to pay the full 
medical, surgical, and roentgenological fees, but by far the majority will not be able to meet 
them, therefore, I ask you to fulfill their needs by sacrificing time, ability, equipment, and your 
staff to do the right thing by looking after these wonderful citizens. It is their twilight of life; 
let’s lift their horizon to a golden age of medicine. 

It will require sacrifices and teamwork. The insurance companies and the Blue Cross are 
writing Health and Hospital Care Insurance for the Aged. I believe they have made careful 
studies of this problem and are giving us as fair and equitable return as possible. Let’s give 
them a fair trial if it does not work, we can make adjustments. 

There was held in Washington, D. C., June 12th, 13th, 1959, the first Joint Council to Im- 
prove the Health Care of the Aged. The purpose was: 

“To encourage and assist affiliates in establishing state joint councils, 

To develop patterns for joint effort and planning, and 

To help delineate the role of affiliates in preliminary state conferences and the White 

House Conference on Aging, to be held January 9-12, 1961. 

The Objectives: 

Identifying and analyzing the health needs of the aged, 

Appraising available health resources for the aged, 

Fostering effective methods of payment for the health care of the aged, 

Developing community programs to foster the best possible health care for the aged, 

Fostering health education programs of the aged, and 

Informing the public of the facts related to health care of the aged.” 

My experience in St. Petersburg, Florida, demonstrated to me, that the population and 
the citizenry of this fascinating city were well aware of the problems of the aged. There were 
parks with many benches and shuffle boards. A great many of these individuals were playing 
golf. Some were fishing, some were boating, some reading, and others playing cards. There 
were many features in which these individuals could be interested. When they crossed the 
street at the proper intersection a car or vehicle would stop to let them continue. This is one 
way in which they get recognition in the proper way. No doubt there are many other places 
where this ever growing group of individuals are being looked after by furnishing them recrea- 
tion, relaxation, and education, which spells occupation. 


William Weston, Jr., M. D. 
President, South Carolina Medical Association 
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Editorials 


ASSUAGING AGING 


That the difficulties of the aging population 
are real and considerable there is no doubt, 
but there seem to be many unanswered ques- 
tions as to the magnitude and the solution of 
the problem now so prominent to the public 
eye. 

Statements from the proponents of the For- 
and bill and similar measures give the im- 
pression that there is a sudden and radical 
change in the status of those people who reach 
the “aging” years, arbitrarily set at 65. The 
picture which has been painted is that of 
millions of people dropping their activities 
abruptly and suddenly becoming indigent, un- 
happy, bewildered, and unable to pursue a 
satisfactory mode of living. Little is said of 
the fact that a great many, probably most of 
these people are bolstered with savings and 
other sources of available funds, are quite con- 
tent in quiet retirement or reduced activity, 
and are quite well able to pursue with comfort 
a satisfactory way of life, or even to interest 
themselves in a new and different kind of 
existence. 

It is doubtful that there are any reliable 
surveys available which give the true view of 
the present and future situation of old people 
in respect to medical and other needs. Many 
generalities have been advanced, and the sup- 
posed needs probably have been much ex- 
aggerated in order to excite public and politi- 
cal sympathy for providing expanded benefits 
under a ballooning “Social Security” system. 

A recent article*, well worth reading, puts 
new lights on some of the obscurities of cur- 
rent proposals. It points out that—“a striking 
feature of both the report and the testimony 
favoring the bill is the bias resulting from an 
almost complete lack of consideration of the 
assets of persons aged 65 and over and the al- 
most exclusive emphasis on their cash income 
position. 

Even a cursory consideration of the prob- 
°yJ. A. M. A. 171:1231 (Oct. 31) 1959 


lem should convince the reader that empha- 
sis on money income tends to obscure the fact 
that many people aged 65 are at last reaching 
the time when they can retire on their savings. 
Why should it be difficult to understand that 
persons over 65 years, who have retired, have 
a lower income than those under 65 years of 
age who are still working and have not re- 
tired? Indeed, in a fairly prosperous society 
not devastated by inflation, one would expect 
a large proportion of those over 65 years of 
age and retired to be more comfortably off 
than those still at work.” 

Accepting the often repeated statement that 
about three fifths of all persons of 65 years or 
older had less than $1000 money income in 
1958, we must still consider other assets, both 
personal and family. An equally valid statistic 
is that 47% of all persons between 14 and 65 
had incomes of $1000 or less (1957). Further- 
more the group over 65 makes a good show- 
ing in its possession of liquid assets, and in 
freedom from the burdens of mortgage pay- 
ments and other expenses which beset the 
younger citizen. While after 65 income figures 
fall, savings figures show a healthy level. 

Obviously there are many variations in in- 
dividual resources, but the problem is not a 
group problem. The article noted above con- 
cludes. “It should be apparent that the use of 
money income alone in assessing the financial 
status of those over 65 years of age may lead 
to erroneous conclusions. The relatively sub- 
stantial liquid assets of those over 65 years 
of age are of great importance. These observa- 
tions raise some questions as to the desirabil- 
ity, and even the sincerity, of legislative pro- 
posals designed to compel those under 65 years 
of age to pay for the medical care costs of 


those over 65, regardless of financial status. 


Certainly in many individual cases those over 
65 are better able to afford medical care than 
those under that age. 

“Physicians and others whose efforts are de- 
voted to providing the best quality of medical 
care and to preserving and extending human 
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life should not overlook the implications of 
programs drawn up by an alliance of ‘experts’ 
with a vested interest in government activities 
and politicians seeking election or reelection. 
There are indeed chronic problems of aging 
and the aged, but, above all else, they are in- 
dividual human beings. Moreover, if govern- 
ments will refrain from engaging in activities 
sure to destroy the purchasing power of 
people’s accumulated dollars the problem, at 
most, is temporary. Instituting a permanent 
program and a new bureaucracy to provide 
governmental health care for the aged, regard- 
less of need, supplies a ‘cure’ that may be 
worse than the ‘disease’ in its ultimate effects 
on individual freedom and a free society.” 

Surely the aging need concern and material 
care including medical care but care need not 
be based on an unsound paternalistic program. 
Already the medical profession is diligently 
occupied with finding a solution. In the face 
of mounting pressure for the Forand type 
assistance, physicians must hasten to offer 
some plan that is sound and appealing as far 
as medical care is concerned. Other facets of 
the problems of old age must be approached 
by the many segments of society which must 
be concerned. 


GLAUCOMA INCIDENCE 

All over this country many clinical studies 
have been made and are being made on the 
incidence of glaucoma. One of the best to date 
is that reported by P. M. Lewis and coworkers 
at the University of Tennessee College of 
Medicine and appearing in the October 24, 
1959 issue of the Journal of the American Med- 
ical Association. It is of interest to note that 
glaucoma appears more frequently in the phy- 
sically ill, and in the negro race, (where in- 
cidentally it is most difficult to treat). These 
findings are corroborated by similar although 
less meticulously done studies at the Green- 
ville General Hospital where an incidence of 
approximately three percent of glaucoma was 
found in 2,000 patients. Interestingly enough 
in this small series two cases were found in 
the hospital employed personnel. Locally in 
Greenville a number of younger physicians 
have become interested in tonometry and cases 
are being referred frequently by them to an 
ophthalmologist. The importance of tono- 
metry routinely done in all patients over forty 
years of age cannot be too strongly empha- 
sized. No physical examination after this age 
can be considered as complete without the 
determination of the intraocular pressure. 


J. W. Jervey, Jr., M. D. 


GP OFFICERS 


Clemson College, October 1-2 
Left to right: H. M. Whitworth—Sec.-Treas., I. R. Wilson—Retiring President, W. T. Hendrix—President, 


M. Teague—President elect. 


Decemser, 1959 


(E. S. Powell, Photo) 
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BLUE CROSS — BLUE SHIELD 

There is much talk throughout the country about 
excessive utilization of hospital insurance. Excessive 
utilization implies hospital care when hospital care 
is not needed. Unnecessary hospitalization in turn 
requires more hospital beds in hospitals handling 
acute disease than are needed to accommodate the 
sick who need hospital treatment. The building and 
maintenance of more hospital beds than are needed 
is a very expensive luxury and an unnecessary one. 
That cost is placed, as a rule, on the taxpaying pub- 
lic. 

However, unnecessary hospital care is also an un- 
necessary expense to the sick. If one is not insured, he 
pays the cost himself. He also pays part of the cost 
of hospital care for his less fortunate neighbor, for his 
hospital bill is weighted so that he pays more than the 
actual cost of his care. If he has hospital insurance, 
he and his insured fellows pay through increased in- 
surance costs. Perhaps the greatest indirect factor in 
bringing about a constant increase in hospital rates 
is the building of more and more hospital accom- 
modations for acute disease. When beds are hard to 
get, doctors use care to avoid filling them un- 
necessarily. Hospitals attempt to control unnecessary 
admissions and unnecessarily prolonged _ hospital 
stays. 

The following letter illustrates how our Blue Cross 
plan attempts to analyze the factors of hospital ad- 
missions in order to protect the plan from paying 
benefits which are not provided for in the insurance 
contract. At the same time, it attempts to treat the 
subscribers fairly and to pay all benefits that are pro- 
vided. 

Some of our doctor friends think that this type of 
analysis is unwarranted meddling in the treatment of 
patients. There would be much less indication for it 
if doctors, hospitals and insured persons would be 
more cooperative in not demanding benefits not pro- 
vided by the insurance. 

Dear Doctor: 

The Blue Cross contract of insurance contains 
the following provisions: 

“For admission . primarily for diagnostic 
studies, x-ray examinations, laboratory examina- 
tions, basal metabolism tests, or electrocardio- 
grams, South Carolina Hospital Service Plan will 
provide an allowance . . . as follows: up to $10 
for the first day of hospitalization, etc.” (See 
Article II, B-2) 

Therefore, in the case of the hospitalization of 
a member, answers to the following questions 
should be determined: 

1. Was hospitalization primarily for diagnostic 

studies, or 
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2. For laboratory examinations, or 
3. For x-ray examinations, or 

4. For B. M. R., or 

5. For E. C. G. 

In your letter about your patient who was awarded 
the benefits provided in the quoted paragraph from 
the contract, you state that your patient was not ad- 
mitted for diagnosis because you knew already that 
she had osteoporosis and that she had had renal dis- 
ease. You felt that at the time of admission she either 
had renal disease or a collapsed vertebra. 

Granted that what you say is true, then the ques- 
tion still remains, why was she admitted to the hos- 
pital? Was it not to attempt to determine whether or 
not she did have renal disease and whether or not she 
did have a collapsed vertebra? And to make these 
determinations, did you not plan to use x-ray ex- 
aminations and laboratory examinations? If so, were 
not those procedures both primarily and differentially 
diagnostic? It was our thinking, when we allowed 
only the minimal benefits provided in the quoted 
paragraph of the contract that such was the case. 

Actually, you continued your diagnostic investiga- 
tion even further than the spine and the kidney, and 
you came up with a diagnosis of duodenal ulcer. 

It seems to me, then, that you admitted the patient 
primarily for x-ray examinations and that you con- 
tinued the examinations and finally and much to your 
surprise made a diagnosis of duodenal ulcer. When 
that diagnosis was made, you discharged your patient. 

However, I recall that in our conversation about 
the case you mentioned something that does not ap- 
pear in the hospital record, namely, that your patient 
was suffering severe pain at the time you admitted 
her. It seems to me that the primary reason that you 
hospitalized her was because she was suffering pain 
(cause undetermined, it is true) which you did not 
and could not relieve without ascertaining its cause. 
If that were the case, the questions for determination 
before benefits could be assigned were: 

1. Was the discomfort severe enough or was its 
probable underlying cause severe enough to warrant 
hospital care? 

2. Could the efforts to determine the cause of the 
pain be done equally as well and as safely on an out- 
patient basis as on an in-patient basis? 

Certainly the x-ray studies she had could have been 
done and frequently are done on an out-patient basis, 
with satisfactory results. However, this individual was 
65 years old; she suffered chronic pains; she was now 
in acute pain; she lived a considerable distance from 
the hospital; she is a widow; it is highly unlikely that 
she could carry out adequately the procedures for 
preparation of the G-I tract for x-ray studies. There- 
fore, I am inclined to agree with you that she was a 
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case for in-patient study, and if that is true, her hos- 
pital care should be covered by her insurance con- 
tract. Therefore, I am advising that the decision of 
the Claims Department be reversed and that your pa- 
tient be granted full Blue Cross benefits. 

I have discussed this case at length to indicate our 
method of approach in cases like this. You doctors 
could help so much by seeing that the hospital chart 
reflects your thinking. It should answer the questions: 
Why does the patient require hospital care? Is he 
sick? In pain? Bleeding? Apprehensive? Am I ad- 
mitting him primarily for x-ray examinations or for 
other diagnostic examinations? If so, do they require 


that the patient be a bed patient in the hospital? 
Your admitting diagnosis, as stated, should reflect 

the primary reason for the admission. It need not be 
a true diagnosis. It may well be and frequently should 
be the statement of a symptom: high fever, continuous 
fever, severe headache, abdominal pain, etc. It is bet- 
ter to state a presenting symptom, although the symp- 
tom is not a diagnosis, than to record a guess as to 
the cause of the presenting symptom with little sub- 
stantiating fact to justify it. 

Very truly yours, 

J. Decherd Guess, M. D. 

Medical Director 


a voice or a vote. 


The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 


Analysis of Replies to Questionnaire Concerning 
Scientific Program 


H. Prioieau, M. D. anp DALE Groom, M. D. 
Charleston, S. C. 


Shortly after being appointed, the Committee on 
Scientific Program sent out to all members the follow- 
ing questionnaire drawn up by the Vice Chairman for 
the purpose of soliciting ideas to serve as a guide for 
increasing interest in the scientific sessions of the 
annual meeting of the South Carolina Medical Asso- 
ciation. 

July 18, 1959 
Dear S. C. M. A. Member: 

Your Program Committee would appreciate your 

taking a few minutes time to give us your suggestions 
for the planning of future programs of the South Caro- 
lina Medical Association. To make it quick and easy 
we — enclosed a self-addressed, post-paid card for 
reply. 
As you have perhaps noticed, attendance at the 
Scientific Sessions of our annual conventions has been 
conspicuously small in proportion to our total member- 
ship. Working on the assumption that the best solu- 
tion to this problem is to arrange a program which 
will be of the greatest interest and usefulness to the 
most members, your Committte is considering certain 
modifications in the program as noted below. 


Decemser, 1959 


The time allocated for Scientific sessions in the past 
has been one and one-half days, including about eight 
papers of one-half hour each (most of them by guest 
speakers from outside the state), and two panel dis- 
cussions and a Clinical-Pathological conference each 
running about one hour and fifteen minutes in length. 
In addition there is the Presidential address and also 
the annual banquet with a distinguished speaker, 
usually medical. 

How can we utilize this time to best advantage? 
Perhaps the present schedule is best. Or if more 
speakers are added from our own ranks, their time 
limit might be reduced to fifteen or twenty minutes, 
Allotment of time for formal discussion of papers or 
for question periods would likewise entail some cut- 
ting. Ordinarily panel discussions are not practicable 
in much less than one hour, particularly if audience 
participation is included. 

The choice of subjects for both papers and panels 
is a major consideration. Do you think these should 
be quite general in scope (as, for example, “The 
treatment of congestive heart failure”), or more 
limited (e. g., Diagnosis of esophageal carcinoma” )? 
Some members, and especially the wives, might prefer 
a non-medical speaker for the annual banquet. 
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Another suggestion which might be considered is that 
of holding a future convention aboard ship on, for 
example, a four-day cruise to the Bahamas which 
might be available at fairly nominal cost on a group 
rate. 

Most important in this _ are your own 
suggestions for making the program most useful. 
Won't you take a moment now to fill out the enclosed 
card and drop it in the mail today? Or use a letter, 
and sign it or not as you wish. 

Thanks. 

Scientific Program Committee 

Some 1400 of these letters were mailed and to date 
more than 350 replies have been received. Those re- 
plies which lend themselves to tabulation are set 
forth in the table. 


TABULATIONS 
1% day session—Approved 
Yes 324 
No 42 
Out of State Speakers 
More 181 
Less 42 
Same 23 
Local Speakers 
More 85 
Less 66 
Same 18 
Subjects, preferred 
General: Yes 189 
No ll 
Limited: Yes 80 
No 20 
Some of both 4 
Scientific Papers 
More 143 
Less 48 
Same 29 
Papers—length: 
10-15 minutes 88 
20-30 minutes 121 
Over 30 minutes 17 
Panel Discussions 
More 153 
Less 60 
Same 26 
Panel—length: 
Less than 1 hour 101 
1 hour 134 
More than 1 hour 27 
Discussion Periods 
More 108 
Less 51 
Same 14 
Cruise Convention 
Yes 177 
No a 50 
Undecided 10 


Subjects suggested for the program encompass 
practically the entire field of medicine including 
scientific, economic, and ethical aspects. There were 
many requests for papers of a practical nature on such 
subjects as office practice in various fields, laboratory 
and diagnostic procedures, and surgical techniques 
and minor surgery. While some preferred that papers 
of a theoretical nature be omitted, some few desired 
presentations of recent advances even before they 
had been published, expressing opposition to hearing 
a “rehash” of papers which they had previously read 
in a journal. 

There were a number of requests for discussions on 


psychiatric subjects such as psychoanalysis, hypno- 
therapy, psychosomatic medicine, emotional dis- 
orders, chronic alcoholism and the newer cerebral 
acting drugs. Other topics suggested were viral dis- 
eases, perinatal care, geriatrics and terminal care. Still 
others, too numerous to mention, were for subjects 
commonly included in medical programs. Under the 
heading of medical economics and ethics—and there 
were an impressive number of these—were such sub- 
jects as compensation problems, insurance claims, legal 
medicine, “Mistakes I have made once”, “Modern 
Medical Ethics”, and the “Art of Medicine”. The 
Association’s long-standing custom of including 
prominent guest speakers in the programs was ap- 
proved by the vast majority of members replying to 
the questionnaire. 

Certain comments and suggestions along general 
lines are of particular interest. Opinion was almost 
unanimous that the banquet speaker should be non- 
medical. There was considerable opposition to Myrtle 
Beach as a meeting place both because of its remote 
location in the state and also because of its resort at- 
tractions which interfere with attendance upon the 
Scientific Sessions. One prominent physician ex- 
pressed great concern about this, asserting that the 
same group attends the conventions year after year 
and naturally votes to perpetuate the same arrange- 
ments for Myrtle Beach as a meeting place. That the 
conventions be rotated through the larger cities in the 
state was offered as 7 solution. There were a number 
of forceful expressions to the effect that drinking and 
carousing are of such degree as to make the meeting 
undignified and to seriously interfere with the scientific 
sessions. A few members felt that the scientific pro- 
gram should be abandoned altogether, leaving the 
conventions largely for social and business functions. 
Some advocated clinics, grouping of papers into 
symposia, and concurrent meetings of specialty groups. 
There is sufficient merit in some of these suggestions 
to warrant their exploration. 

Arranging for a well rounded and _ attractive 
Scientific Program is difficult at best and there is every 
indication that it will become increasingly so. Some 
of the reasons for this are evident. The time allotted 
in the present system for preparation of the program 
is inadequate. Due to summer vacations, several weeks 
may elapse between the issuing of an invitation to a 
speaker and receipt of his reply. The program has to 
be completed by the first of February for publication 
in the March issue of The Journal. Not infrequently 
speakers are unavailable on account of previous en- 
gagements (particularly in May which is a popular 
month for meetings). Furthermore, payment of an 
honorarium, in addition to expenses, is the practice of 
an increasing number of societies, and failure to do 
so by the Association has doubtless been the reason 
for refusal by some of the prominent speakers invited 
in the past. After all, several days taken out of a busy 
schedule constitutes a considerable personal contribu- 
tion. 

Probably the most important cause for difficulty in 
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obtaining outstanding speakers is that the meetings 
of state Associations generally do not enjoy a reputa- 
tion for well attended scientific sessions. Good fellow- 
ship, recreation and late parties too often take 
precedence over the educational features. This point 
was brought out forcibly in a number of replies, a few 
of them favoring abandonment of the scientific pro- 
gram on that account. 

On the positive side, obviously the difficulties re- 
sulting from inadequate time would be alleviated if 
the scientific program committee could be appointed 
shortly after the election of the president-elect. In 
such case, the place and time of the annual meeting 
could be designated two years in advance. It may be 
advisable now — and even become necessary within 
a few years — for the association to provide an 
honorarium for out of state speakers. Serious con- 
sideration should be given to making changes in the 
programs along the lines of those suggested in replies 
to this questionnaire. The time relationship of the 
business and scientific sessions should be reviewed. 
Finally, the overall program, including social and 
recreational activities, should be re-evaluated with the 
idea of placing proper emphasis upon the professional 
and scientific sessions. The whole answer does not lie 
in the type and quality of the offerings at the scientific 
sessions. While the business meetings are essential and 
social functions desirable they should be so arranged 
as not to overshadow or encroach upon the educational 
part of the program, even if that necessitates further 
separating the business from the scientific sessions. 

The idea of holding a convention aboard ship on 
an ocean cruise has also been considered and was in- 
cluded in the questionnaire for consideration by all 
members of the Association. There is ample precedent 
for this type of convention. More than half a dozen 
such cruises are now scheduled by various eastern 
medical organizations during the next year. There are 
certain obvious advantages of a cruise ship convention, 
including that of better attendance at the meetings (a 
prospect dear to the hearts of all program committees ). 

As shown in the tabulation, the responses were 
overwhelmingly in favor of a cruise convention. Some 
of the comments of the 177 favoring the cruise are of 
interest: “A good idea—let’s rest Myrtle beach—let’s 
cruise.” “Everyone else is doing it.” “Lots of fellow- 
ship and business—I am for the cruise.” “Believe a 
weekend four to five day cruise would be ideal.” 
“Cruise every third or fourth year.” “This is some- 
thing the wives would enjoy too.” 

Most of the comments opposing the idea did so on 
the grounds that it would be too costly of time and 
money: “Would eliminate many who cannot attend 
for full four days.” “Cruise takes men from small 
areas away too long.” “It would leave out the younger 
men who can’t afford it.” “Against any cruise—any- 
where within the state of South Carolina is good 
enough.” “Nice work if you can get it.” 

Preliminary investigation revealed that all-expense 
rates per person for a four day cruise would run from 
$100.00 up, depending on room accommodations. 


” 
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Rates for a five day cruise would begin at $125.00. 
Approximately 10% is customarily added for gratui- 
ties. Exclusive booking of a ship such as the air con- 
ditioned S. S. Evangeline would require a minimum 
of 300 persons but it is common practice to hold con- 
ventions aboard ships without booking them ex- 
clusively. Smaller ships are also available. 


A four day cruise from Charleston would allow one 
port of call—Nassau. For Havana or Bermuda five or 
six days are required. Adequate facilities are provided 
aboard for the various meetings and exhibits, both 
scientific and commercial. 


Your Program Committee has garnered the above 
information as a guide for the planning of future 
meetings. Responses to the questionnaire will be pre- 
sented to the officers and counselors of the South 
Carolina Medical Association for their consideration 
as an expression of opinion of the membership at 
large. Plans for the 1960 convention are, of course, 
virtually complete already and it is this Committee’s 
major concern to make the Scientific Program at the 
Ocean Forest Hotel at Myrtle Beach, May 18th and 
19th, an outstanding event in the history of our Asso- 
ciation. 

Scientific Program Committee 
William H. Prioleau, M. D., Chairman 
Dale Groom, M. D., Vice-Chairman 
George Durst, M. D. 

George Bunch, M. D. 

William Weston, M. D. 

Robert Wilson, M. D. 


OFFICERS OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


Left to right: W. A. Hart, outgoing president, David 
Watson, new president. 
(E. S. Powell, Photo) 
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a voice or a vote. 


The South Carolina Medical Association urges you to 


FIGHT FORAND 


Send a handwritten letter to your congressmen and any others who may have 


NEWS 


SPARTANBURG MAN HEADS G. P. CHAPTER 


Dr. William Hendrix of Spartanburg is the new 
president of the South Carolina chapter of the Amer- 
ican Academy of General Practice. 

He was installed as the group ended a two-day 
meeting at Clemson. 

Dr. Martin Teague of Laurens was chosen presi- 
dent-elect, to take office at next year’s convention, 
Sept. 29-30 at Spartanburg. 

Dr. Sam J. Garrison of Johnston was installed as 
vice president and Dr. Horace W. Whitworth of 
Greenville as secretary-treasurer. 

Among new directors named were Drs. Thaddeus 
Timmons of Lake City, Richard E. Hunton of Green- 
wood, William G. Whetsell of Orangeburg and Harold 
F. Hope of Union. 

Elected delegates to the national academy were Dr. 
Harold Jervey of Columbia for two years and Dr. 
George Price of Spartanburg for one year. 


DR. W. S. SMITH ADMITTED TO ACS 


One of Colleton’s doctors was among the 1,013 doc- 
tors initiated into the American College of Surgeons 
at a recent convocaton in Atlantic City, N. J. Dr. War- 
ren S. Smith was one of nine from South Carolina 
awarded this honor. 

He is a graduate of The Citadel and the Medical 
College of S. C. 

After completing Medical school he interned at the 
St. Louis City Hospital, St. Louis, Mo. During World 
War II he served for two years in the Air Force as a 
Flight Surgeon. During this period he was stationed 
for a while in England. 

Upon being discharged he returned to the Wash- 
ington Emergency Hospital for a year and then re- 
turned to Williams where he practiced general medi- 
cine for four years. Leaving there he returned to 
Charleston where he completed four years as a resi- 
dent surgeon at the Surgical Center at the Medical 


486 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


College Hospital. On July 1, 1957, he opened an 
office in Walterboro for the practice of general surgery 
and last year built a new office at 821 Carn St., where 
he now practices. 


GENERAL PRACTITIONERS MEET 
AT CLEMSON 

South Carolina physicians who have chosen general 
practice as their field of medicine convened for their 
annual two-day scientific session at Clemson, Oct. 1. 

The S. C. Academy of General Practice heard a 
panel of lectures on technical, medical topics and an 
address from Dr. Fount Richardson of Arkansas, presi- 
dent of the American Academy of General Practice. 

Displays of medical interest had been planned by 
nearly 50 exhibitors for the convention at Clemson 
House. 

Purposes of the Academy, as outlined by its South 
Carolina president, Dr. I. Ripon Wilson, Jr. of 
Charleston, are “to promote and maintain high 
standards in general practice of medicine and surgery, 
to encourage the future physician in properly qualify- 
ing in general practice, to insist on staff privileges for 
those qualified, and to help prepare the trainee and 
post-graduate student—all this to the advancement of 
medical science and private and public health.” 


DOCTORS HONORED BY EXCHANGE CLUB 
TUESDAY EVENING 

“Doctors’ Night” was observed by the Exchange 
Club of Greer at the Cotton Club in October with all 
physicians of the city being special guests. 

Dr. Lewis M. Davis, member of the Exchange Club, 
introduced the following other physicians who were 
in attendance: Dr. R. C. Alverson, Dr. J. L. Hughes, 
Dr. Frank Woodruff, Dr. D. L. Allen, Dr. Warren 
Snoddy, Dr. T. O. Walker, Dr. Francis Sullivan and 
Dr. Paul Peeples. 

J. R. Waters, club president, told the physicians 
that the meeting was being dedicated to them and he 
expressed appreciation for the fine job which they 
are doing. J. R. Wood and E. A. Burch were other 
guests present. 
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LADIES ATTEND MEDICAL MEETING 

The fall meeting of the executive board of the 
Woman’s Auxiliary to the South Carolina Medical 
Association was held in Spartanburg Sept. 29 at the 
home of Mrs. J. G. Ramsbottom, state president. 

Dr. William Weston, Jr. of Columbia, president of 
the South Carolina Medical Association, addressed 
the group at the luncheon session. 

Luncheon was served by Mrs. Ramsbottom in her 
home to those present. The money collected from the 
usual dutch luncheon was presented to the American 
Medical Education Foundation. 


DR. GAUSE TO PRACTICE 

Dr. William E. Gause, Jr., opened his office Oct. 12 
at 3258 Beltline Blvd., Columbia to practice medi- 
cine. Dr. Gause recently was with the Air Force at 
Shaw Air Force Base. 

While at Shaw he was deputy hospital commander, 
chief of the professional services, chief of the out- 
patient department, chief of pharmacy, assistant chief 
of the O. B.-Gyn. service, assistant chief of the in- 
ternal medicine department, president of the medical 
boards and medical officer in charge of the prisoners 
health service. 

Dr. Gause is a graduate of the Medical College of 
South Carolina in 1956. He interned at Columbia Hos- 
pital. 

Dr. Gause also worked at the State Hospital for 
three months. 


DR. WEBB ELECTED 

Dr. Leroy Webb of Greenville has been elected 
1960 president of the Greenville General Hospital 
Alumni Association, it was announced by Dr. W. H. 
Thames, retiring president. 

Dr. Thames also listed Dr. John Folger of Brevard 
as vice president for the forthcoming year, Dr. W. W. 
Edwards as secretary and Dr. J. K. Kebb as program 
chairman. 

Both Dr. J. K. Webb and Dr. Edwards are Green- 
ville physicians who served as alumni officers during 
the current year. Dr. Edwards was vice president for 
this year and Dr. Webb, program chairman, the same 
office he will hold again next year. Dr. John S. 
McCutcheon, also of Greenville, was secretary. 

Together with the hospital medical staff and the 
county medical society, the association sponsors the 
annual Hospital Day observance. Alumni officers are 
elected at the annual meeting by physicians who are 
former interns of the General Hospital house staff. 


DR. MOORHEAD LOCATES IN ANDERSON 

Dr. Samuel R. Moorhead, Jr., a native Andersonian 
who is well known there, began the practice of medi- 
cine in Anderson in September. 

Dr. Moorhead attended Duke University, where he 
finished in 1950. He studied medicine at the Medical 
College of South Carolina, graduating in 1954. 

He served a year’s internship at Indianapolis Gen- 
eral Hospital in Indianapolis, Ind., following which 
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he began his military service at Flight Surgeon’s 
school at Randolph Field, San Antonio, Texas. He 
completed his service at Warren Air Force base at 
Cheyenne, Wyoming, coming out of service with the 
rank of captain. 

His residency was done at Charity Hospital in New 
Orleans. Before starting his practice, Dr. Moorhead 
had a special course in children’s allergies at Duke 
University. 


DR. DAVIS IS NEW HEAD OF PHYSICIANS 


The 24th annual Piedmont Post Graduate Clinical 
Assembly came to a close following election of new 
officers. 

The assembly, in its final session, heard technical 
lectures by various authorities, several from medical 
colleges in this area. 

The new president of the assembly will be Dr. 
John T. Davis, of Walhalla. He will succeed Dr. 
Herbert Blake, of Anderson. 

Other officers are Dr. Sam H. Fisher, Greenville, 
executive vice president; Dr. James H. Sanders, Gaff- 
ney, vice president; Dr. A. Ellis Poliokoff, Abbeville, 
vice president; Dr. Ned Camp, Anderson, secretary- 
treasurer; and Dr. Hervey W. Mead, Pendleton, 
registrar. 


DR. STRAIT, IIT OF ROCK HILL 
ASSOCIATED WITH DR. SIMPSON 

Dr. W. Frank Strait, III is associated with Dr. 
James L. Simpson in the practice of obstetrics and 
gynecology at 311 Pendleton St., Rock Hill. 

He is the son of Dr. and Mrs. W. Frank Strait, Jr., 
of Rock Hill. 

He graduated from the Medical College of South 
Carolina in 1953 and interned at Greenville General 
Hospital from July, 1953 through June, 1954. Dr. 
Strait practiced medicine in Rock Hill for two months 
prior to entering the Air Force in 1954. For two years, 
he was stationed at Moody Air Force Base, where he 
was chief of the obstetrical service at the base hos- 
pital for a year. He also served as a flight surgeon. 

In 1956, he entered residency training in obstetrics 
and gynecology at the Medical Center Hospitals in 
Charleston. He completed his training in September. 
While there, he served for a year as a teaching fellow. 


DR. WILLIAM S. LYLES 

Dr. William S. Lyles, Winnsboro surgeon, was re- 
cently elected and initiated as a Fellow of the Amer- 
ican College of Surgeons. The convocation was held 
October 2 in the ballroom, Convention Hall, Atlantic 
City, N. J. 

Dr. Lyles opened an office in Winnsboro for the 
general practice of surgery in November, 1954, and 
he is a member of the surgical staff of the Fairfield 
County Memorial Hospital. A native of Columbia, he 
received a B.S. degree from Yale University and an 
M. D. degree from the Medical College of South 
Carolina. He interned at the Metropolitan Hospital, 
New York City, later took 4% years of specialty 
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training divided among several recognized hospitals. 
He finished his training at the City Memorial Hospital, 
Winston-Salem, N. C., as chief surgical resident. 

During the Korean Conflict, he did a two-year tour 
of duty as a medical officer with the U. S. Navy and 
he was attached to the Army Medical Corps in Japan 
for six months. He also served a one-year surgical 
residency at the U. S. Naval Hospital, San Diego, 
Calif. 


Colquitt Sims, Jr., M. D. and Henry B. Hearn, III, 
M. D. take pleasure in announcing that Sam R. Moor- 
head, Jr., M. D. will be associated with them in 
practice limited to Diseases of Infants and Children 
in Anderson, S. C. 


COLUMBIA MEDICAL SOCIETY 

Dr. William Weston, Jr., President of the South 
Carolina Medical Association, will be the principal 
speaker at the Scientific Meeting of the Columbia 
Medical Society, Monday, January 11, 1960. The 
meeting will be held at the Columbia Hotel, with the 
social hour beginning at 7:00 P. M., dinner at 7:45, 
and the scientific session at 8:30 P. M. 

Dr. Weston will speak on the subject “Progress in 
Medicine and PR”. Dr. Hugh H. DuBose of Colum- 
bia will also speak at this meeting, and officers of the 
Columbia Medical Society for the year 1960 will be 
installed. 

All interested physicians are cordially invited to 
attend. 


Drs. Jervey, Goforth and Brown announce the 
association of Clark S. Collins, M. D. recent resident 
at the Massachusetts Eye & Ear Infirmary, Boston, 
Mass. in the practice of otolaryngology at 709 Dun- 
bar Street, Greenville. 


DOCTOR JOHNSON BEGINS PRACTICE 
IN COLUMBIA 

Dr. Elbert N. Johnson, Jr., has begun the practice 
of internal medicine at 2011 Hampton St. 

Dr. Johnson is a native of Wagram, N. C., and a 
graduate of Wake Forest College. He received his 
medical degree from the Bowman Gray School of 
Medicine. 

Following an interneship at the City of Detroit 
Receiving Hospital, he served in the U. S. Army Medi- 
cal Corps during the Korean War. 

Subsequently Dr. Johnson received his residency 
training in internal medicine at the University Hos- 
pital, Augusta, Ga., and Roper Hospital in Charleston. 

He is a member of the Columbia Medical Society, 
the South Carolina Medical Assn., the American 
Medical Assn., and the American Society of Internal 
Medicine. He is also a diplomate of the American 
Board of Internal Medicine. 

For the past three years Dr. Johnson has been on 
the staff of the Veterans Administration Hospital. He 
is married to Dr. Ruth Smith Johnson, formerly of 


Fort Mill. She is currently on the medical staff of the 
South Carolina State Hospital. 


SOUTH CAROLINA CORTISONE BANK 
ESTABLISHED FOR KIDNEY DISEASE 
PATIENTS 

Patients with nephrosis or other forms of Kidney 
Disease may obtain steroid drugs at cost price from 
the newly formed South Carolina Cortisone Bank, 
sponsored by the National Kidney Disease Founda- 
tion. 

The National Kidney Disease Foundation, which 
was founded in 1949 as the National Nephrosis 
Foundation, operates, through its chapters, 33 
similar Cortisone Banks throughout the country. 
These Cortisone Banks are part of the three-fold 
program of the Foundation, to: 

1. Support medical research on Kidney Disease 

2. Disseminate educational information 

8. Help patients financially through Cortisone 

Banks 

Although South Carolina has no organized Chapter, 
the Foundation is licensed to operate in that State, 
and the North Carolina Kidney Disease Foundation 
is helping to organize the South Carolina Bank. 

Chairman of the South Carolina Cortisone Bank is 
Mrs. M. G. Layton, 4615 Oxford Road, Columbia, 
South Carolina, and inquiries may be addressed to her. 
Medical Advisors to the program are Dr. Guy Castles, 
pediatrician, of Columbia, and Dr. John Paul, Jr., 
Professor of Pediatrics at Medical College of S. C. 
in Charleston. All prescriptions will be filled by a 
registered pharmacist at Breeden’s Drug Store in Col- 
umbia. 

At a later date, 5 mg. Meticorten will be available 
free for medically indigent patients. 

Mrs. William Newell 
Cortisone Bank Chairman 
N. C. Kidney Disease Foundation 


S. C. TO RECEIVE RECORD $4,615,318 
IN U. S. FUNDS FOR HOSPITAL USES 

South Carolina will receive a record $4,615,318 in 
federal funds for hospital purposes during the current 
fiscal year. 

The state has received 29% million dollars from 
the federal government for hospitals since 1947. 

The money has helped provide 22 new hospitals, 
4,408 additional beds, and numerous other clinical 
and medical facilities. 

There still is a need for adequate, well-planned, 
modern medical treatment facilities. About 25,116 
new hospital beds and 166 health clinics are needed 
to meet the state’s requirements. 


HEART RESEARCH 
Dale Groom, M. D., Assistant Professor of Medi- 
cine, Department of Medicine, Medical College of 
South Carolina, has just been awarded a grant of 
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$46,150 for a period of five years by the National 
Heart Institute to study and evaluate heart sounds. 
This announcement was made recently by Dr. Ken- 
neth M. Lynch, President of the Medical College. 
Since 1953 Dr. Groom has been making extensive 
studies of human heart sounds and murmurs with the 
main purpose of recording sounds which are not 
audible on ordinary stethoscopic examination. 

In the Heart Sound Laboratory at the Medical Col- 
lege of South Carolina Hospital new and _ highly 
sensitive instruments have been developed by Dr. 
Groom with the collaboration of engineers of the 
General Motors Research Laboratories. The collabora- 
tion between medical and engineering talent on this 
project was initiated by the late Mr. Charles F. 
Kettering and has resulted in the development and 
application of electronic equipment capable of pick- 
ing up from the body surface sounds of extremely 
low intensity — sounds which tell something about 
the mechanical function of the human heart in health 
and in disease. 

Using these ultra-sensitive instruments in a sound- 
proof room it has been possible to record murmurs 
which are not audible to the ear, including a particu- 
lar type of heart murmur which Dr. Groom and his 
associates have recently reported to be present in 
virtually all normal people. The same techniques are 
being applied to the earlier detection of fetal heart 
sounds — those from the baby before it is born — 
and these have already been recorded as early as the 
3rd month of pregnancy. 

With the new research grant from the National 
Heart Institute these investigations in the Heart 
Sound Laboratory at the Medical College will be con- 
siderably expanded. It is hoped that they will lead to 
improved methods of earlier diagnosis of heart dis- 
ease. 


TEENS INFECTED WITH VD 
ONE PER MINUTE 


American teen-agers are being infected with ven- 
ereal disease at the rate of one a minute, a former 
American Medical Association president reported re- 
cently. 

“I think it is not only noteworthy but alarming to 
consider that more females are infected at the age 
of high school graduation than at any other age 
period,” said Dr. Elmer Hess, Erie, Pa., urologist. 

He reported syphilis on the increase in 30 states 
and gonorrhea in 41 states, with 22 per cent of the 
infections in persons under 20. 


STATE TRANSPORTATION OF CRIPPLED 
CHILDREN TO BE DISCONTINUED 


Due to insufficient funds to carry on its program of 
hospitalization and other services, the Crippled Chil- 
dren’s Division has found it necessary to discontinue 
after January 1 financial responsibility for the trans- 
portation of crippled children to and/or from any 
hospital, clinic, physician’s office, convalescent home, 
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or any other place, by public health nurses or any 
other individuals or agencies. 

This is in line with current policies in several other 
southern states. Various means of transportation are 
used in these states which do not involve expenditure 
of Crippled Children’s funds. 

Some of these means are volunteer individuals, 
agencies, and car pools, parents or family of the pa- 
tient, Elks, civic clubs, N. F. I. P., Welfare, county 
tax funds, Red Cross, Highway Patrol, school busses, 
Crippled Children’s Society, and Travelers’ Aid. 

Approached through these avenues and any others 
available locally, this problem should not constitute 
an insurmountable obstacle to the continuance of 
service to crippled children in the state. 


NUMBER OF HANDICAPPED CHILDREN 
SERVED INCREASES 


A review of the first 20 years of operation of the 
crippled children’s program shows that the number 
of handicapped children served increased from an 
estimated 110,000 in 1937 to 313,000 in 1957, Mrs. 
Katherine B. O6cettinger, Chief of the Children’s 
Bureau, has announced. 

During this period, the rate per 1,000 child popula- 
tion served doubled from 2.4 in 1937 to 4.7 in 1957. 

The program to serve crippled children is made 
possible through a state-federal partnership estab- 
lished by the Social Security Act of 1935. Both the 
federal and state governments contribute financially to 
its support. On the basis of their financial and medi- 
cal resources, the states define crippling conditions 
they will accept for treatment. They gperate the pro- 
gram through single state official agencies, utilizing 
hospitals and other treatment centers. 

The federal government, through the Children’s 
Bureau, offers consultation to the states, collects facts 
about new treatment methods, assists states in serving 
more children and helps finance the training of 
workers who will serve handicapped children. 


DIRECTORS OF CHRONIC DISEASE 
PROGRAMS MEET IN CHICAGO 

Dr. G. E. McDaniel attended the biennial session 
of the Association of State and Territorial Directors 
of the Chronic Disease Program in Chicago September 
21-23. 

“Health Department Leadership in Chronic Dis- 
ease” was the theme of the meeting. The program 
consisted of discussions of public health activities in 
the control-of cancer, heart disease, and in the care 
of long-term illness in the aging. 

The need for additional field demonstration projects 
in cancer control was discussed. The Public Health 
Service has available a limited amount of money for 
such projects, and one submitted by South Carolina 
has a favorable chance of being approved. These 
projects are for field demonstrations and are entirely 
separate from the research projects. 

In the field of heart disease it was pointed out that 
there were six areas of interest in which activities 
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might be expected to accomplish good results. These 
six areas are rheumatic fever, congenital heart disease, 
congestive heart failure, stroke, hypertension, and 
coronary disease. Much is already being accomplished 
in the prevention and treatment of rheumatic fever, 
and there is much being done to determine the pos- 
sible cause and control of coronary disease. 

There was considerable discussion of experiences in 
the field of health and medical care for the aging 
which included such studies as multiple screening, 
cervical cytology, geriatrics clinics, and pre-retirement 
health counselling. 

In addition to the types of programs in many states, 
the institutional care and rehabilitation of the aging 
and others suffering long-term illness and experiences 
in home care services received much consideration 
and discussion. Facilities and nursing care in nursing 
homes is a problem in all states. Since the nursing 
home is a recognized integral part of any long-term 
illness program, the improvement of facilities and 
nursing care is a prime objective in all states. 


ANNOUNCEMENTS 


SPECIAL PEDIATRIC CRUISE 

The North Carolina Pediatric Society, in col- 
laboration with the South Carolina and Virginia Pedi- 
atric Societies, is sponsoring a Pediatric Seminar 
Cruise to Bermuda. The T. S$. ARIADNE of the Ham- 
burg-American Line will sail May 21, 1960, from 
Wilmington, North Carolina, returning May 26. The 
cruise will include not only medical seminar meetings, 
but also cocktail parties, dances, sightseeing and shop- 
ping in Bermuda, and other special activities. The 
ship will be in Bermuda for two days, which should 
provide ample opportunity for seeing this lovely 
island at its best season. The ARIADNE is completely 
air-conditioned and equipped with all the luxuries of 
a cruise ship. Staterooms can be held for a limited 
time only; then they will be sold to the public. 
Therefore, contact your nearest World Travel Depart- 
ment of the 14 Carolina Motor Club offices as soon 
as possible for further information and reservations 
for your family and friends. 


The MID-SOUTH POSTGRADUATE MEDICAL 
ASSEMBLY will be held February 9, 10, 11, 12, 1960, 
at the Peabody Hotel, Memphis, Tennessee. 


THE AMERICAN COLLEGE OF SURGEONS 
SECTIONAL MEETING IN LOUISVILLE, 
KENTUCKY, JANUARY 21-23, 1960 

Surgeons and related medical personnel are invited 
to attend the three-day Sectional Meeting of the 
American College of Surgeons in Louisville, Kentucky, 
January 21 through 23, 1960. Headquarters will be 
The Brown Hotel. This is the first College meeting 
in Louisville since 1950. 
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AMERICAN DIABETES ASSOCIATION 

EIGHTH POSTGRADUATE COURSE 

DIABETES AND BASIC METABOLIC 
PROBLEMS 


The Course will be given in Los Angeles, Cali- 
fornia, January 20, 21 and 22, 1960. The Ambassador 
Hotel, where all lectures are scheduled, will serve as 
headquarters. 

Presented by: The Committee on Professional Ed- 
ucation of the American Diabetes Association. 

Major Topics: The following principal subjects will 
be covered during the six half-day sessions: Funda- 
mentals in Diabetes, Diagnostic and Therapeutic Con- 
siderations, Clinical Sessions in Diabetes—or Diabetes 
in Review, Vascular Complications of Diabetes, and 
Diabetes on the Research Frontier. 

The American Academy of General Practice will 
give 18 hours of Category II Credit for the Course. 

The three-day Course is open to Doctors of Medi- 
cine. The fee is $40 for members of the American 
Diabetes Association aad $75 for nonmembers. 

Social Activities: All registrants will be guests at 
a Banquet to be held the first evening, Wednesday, 
January 20. This occasion will be preceded by a Social 
Hour (by subscription ). 


A.M.A. SCHOOL HEALTH 
CONFERENCE 


Health and physical education must be an_inte- 
grated part of the school curriculum. In this era of 
emphasis on science and academic excellence, health 
and physical education still have a vital place in the 
school progrm. 

In general this was the consensus of some 250 
participants at the seventh National Conference of 
Physicians and Schools, held recently (Oct. 13-15) at 
Highland Park, III. 

Sponsored by the American Medical Association, 
under the auspices of its Department of Health 
Education, the conference was attended by repre- 
sentatives of state medical societies, state health and 
education departments, and 
interested in child health. 

It was recommended that attention be given to 
close integration of the program of health instruction 
with health service functions and healthful living in 
the school. The testing of vision and hearing, weigh- 
ing and measuring, health examinations, and such 
matters as lighting, ventilating and sanitizing are too 
often dealt with in isolation. 

Periodic health examinations for school children: 
It was generally agreed that periodic health examina- 
tions of schoolage children are worthwhile. The fre- 
quence of physical examinations, their nature and 
effectiveness are determined by the level of public 
acceptance of need, the availability of physician and 
dentist time, and the administrative relationship be- 
tween the home, the school, and the practicing phy- 
sician and dentist. No single plan will work every- 
where. 
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The groups concluded that: 

—A physical examination includes the complete 
history; a thorough physical examination; counseling 
about problems of healthful living and necessary im- 
munizations. 

—Emphasis should be on adequacy of the ex- 
amination, not on frequency. At least four physical 
examinations during the school life of the child are 
needed, with additional examinations being made on 
referral by the school nurse or teacher. 

—tThe best place for physical examination of chil- 
dren is the office of the family’s physician. Ex- 
amination there carries more connotation of in- 
dependent personal action than examinations made 
in school, and should have a better educational carry- 
over. 

—It is inadvisable to have physical examinations of 
all pupils each year as recommended by some state 
laws, since this is an unwise expenditure of money 
and professional time. 

It was suggested that school health services direct 
their activities toward care and follow-up of condi- 
tions brought to light initially by teacher observation, 
absentee follow-up, and other screening tests not re- 
quiring the time of the physician. 

This recommendation was based on the findings of 
a four-year study in the Rochester schools, which 
showed that only a very small percentage of children 
benefited from annual examinations. 

Standards of study for health education: The groups 
agreed that there is a “middle of the road” between 
rigid national standards for each grade level and no 
standards at all in health education. 

The word “standard” should be replaced by such 
words as “guide posts,” “goals,” “guide lines,” or 
“expected outcomes.” Rigid national “standards” for 
each grade level are undesirable and impractical; how- 
ever, there is a need for some type of “standards” 
which are sufficiently broad to develop sound attitudes 
and practices. 


Uncle Sam with a Stethoscope 
by Dr. Louis M. Orr 

President of the American Medical Association, at 
the 68th annual meeting of the Association of Life 
Insurance Medical Directors of America, Hotel Statler 
Hilton, New York City, Thursday, October 22, 1959. 

Most of you know, I am sure, that the Forand Bill— 
which was first introduced in 1957—is being con- 
sidered by the 86th Congress. This legislation would 
provide certain hospital, surgical, nursing home and 
dental benefits to persons receiving Social Security 
retirement and survivorship payments. The same idea, 
with numerous variations in benefits and eligibility, 
will be appearing in many other bills and amend- 
ments. 

The real issue is not the specific provisions of the 
Forand Bill, but rather the basic principle involved. 
Any Forand-type legislation would raise the same 
danger. It would add service benefits to a Social 
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Security program which so far has been limited to 
cash payments based on the “floor-of-protection” con- 
cept. 

This new principle, as you know, would alter the 
nature of the Social Security program. It would pave 
the way for evolution of a system of tax-paid health 
care for the entire population. Every two years—in 
the even years of federal elections—the push for 
amendment and expansion would be under way. The 
continuing trend would first undermine, and eventual- 
ly destroy, our system of voluntary health insurance 
and the private practice of medicine. 

No action was taken on the Forand proposal during 
the first session of the 86th Congress. However, it will 
carry over into the second session. And next year may 
be a different story. Because of its political appeal, 
this issue may very well assume “top priority” status 
in the presidential election year of 1960. 

From the defensive standpoint, we must be alert to 
the strategy and tactics which probably will be em- 
ployed by backers of the Forand Bill. For example, 
we should keep in mind these possibilities: 

They will be ready to accept compromises that will 
water down the bill. 

They are chiefly interested in establishing a 
precedent, no matter how small, for government- 
financed health care of the aged. 

By using the tactics of “divide and conquer,” they 
will try to prevent the American Medical Association 
from establishing a united front with the msurance 
industry, the Blue Plans and the American Hospital 
Association. 

To disarm physicians, and lessen the intensity of 
their opposition, the bill may be amended to cover 
only hospital and nursing home care. 

Every effort will be made to dilute the plan so as 
to make it more palatable to the hospitals. This 
strategy may include the suggestion that Blue Cross 
serve as the fiscal agent for any Social Security hos- 
pitalization plan. 

To disarm those who are concerned over the po- 
tential cost of the Forand Bill, the age of eligibility 
may be raised to 70 as a starter. 

This different approach will be more dangerous 
than any outright attempt to pass the Forand Bill as 
it now stands. A compromise proposal would appear 
to be harmless, and would not open the gate quite so 
wide right at the start, but it would lead to the same 
eventualities. 

To counter this approach, we must establish and 
maintain a united front of physicians, hospitals, in- 
surance companies, Blue Cross, Blue Shield, and all 
other groups that would be affected by such legisla- 
tion. It is especially important for hospital administra- 
tors and trustees to realize that any kind of govern- 
ment subsidy—either direct from Washington or in- 
direct through a fiscal agent—would simply be the 
first step toward federal controls. 

However, we must do much more than just organize 
a good defense. We have to show that medicine and 
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insurance have a better answer than the kind offered 
by Forand-type legislation. Our objective is not simply 
to beat an undesirable bill in Congress. Our major 
goal is to help solve a problem. And this particular 
problem gives us an opportunity for practical action— 
a challenge to produce dramatic progress in the 
growth and development of health insurance coverage 
for older people. 

Of course, definite progress already had been made 
before Mr. Forand emerged on the scene with his 
version of an old idea. As of 1958, some 43 per cent 
of the people over 65 had some form of health insur- 
ance protection. Many encouraging activities and 
trends have been taking shape during the past few 
years. 

For example, the number of persons over 65 
covered by voluntary health insurance has been in- 
creasing at a greater rate than the total number of 
persons reaching age 65. 

Coverage for persons now over 65 has been more 
widely available than generally recognized, but until 
recently it has not been “pushed” hard enough by 
most insurance companies and prepayment plans. 

Continuation after retirement of coverage carried 
during working years is extending rapidly. 

The principle of paid-up policies at 65 is still in the 
experimental stage, but despite the problems there 
are several possible ways in which this might be ac- 
complished. 

For the past year or more, both the Blue Shield 
Plans and the Health Insurance Association of Amer- 
ica have had special committees actively studying 
means of expanding coverage for older persons. The 
latter organization, as most of you know, has been 
urging member companies to offer policies that are 
guaranteed renewable for life, individual and family 
coverage for persons already over 65, group coverage 
that will continue after retirement, and group con- 
tracts providing the right to convert to individual 
coverage when employment is terminated. 

To help stimulate all these developments, the House 
of Delegates of the American Medical Association 
last December adopted a proposal which applies 
specifically to the population group over 65 with very 
modest resources or low family income. For medical 
services rendered to this particular group, physicians 
are urged to accept a level of compensation that will 
permit the development of insurance and prepayment 
plans at a reduced premium rate. 

Needless to say, the A.M.A. is urging all state and 
county medical societies to implement that policy of 
adjusted fees with the utmost speed and vigor. And 
early this year the Blue Shield Plans developed a 
model insurance contract for persons over 65, in- 
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corporating the principle of the A.M.A. policy action. 

By August, when we testified before the Senate 
Sub-Committee on Problems of the Aged and Aging, 
we were able to report that 25 Blue Shield plans in 
23 states now enroll persons over 65. In practically 
all of the other states, medical societies and Blue 
Shield plans are working out special new programs 
for the aged. It also was reported that all Blue Shield 
plans now permit those over 65 to continue their 
coverage. 

In addition, the commercial insurance companies 
have been making excellent progress during the past 
year. An increasing number of companies—including 
many of you represented here today—either have 
announced new, specially tailored policies for the 
aged, or you have extended existing policies to more 
and more states. 

We can say with truth and confidence that health 
insurance coverage for the aged will grow at an accel- 
erated pace in the months ahead. In a conservative 
estimate based on trends of the recent past, the Health 
Insurance Association of America predicted earlier 
this year that 60 per cent of the senior citizens who 
want it or need it will have protection by the end of 
1960. Their further estimates are 75 per cent by 1965 
and 90 per cent by 1970. Actually, however, because 
of the intense interest and activity now centering 
on this problem, the rate of growth might far exceed 
those conservative predictions—if medicine and in- 
surance will cooperate in a valiant, all-out effort. 

During the next nine months or so many people, 
including the members of Congress, will be paying 
close attention to the over-all problems of aging and 
the aged. And while health insurance coverage for 
older people is only one phase of this broad subject, 
it is—from a timely, practical standpoint—the most h 
urgent field of activity. 

In my opinion, the medical profession, the pre- 
payment plans and the insurance companies must 
concentrate, in the months ahead, on the development 
of voluntary coverage for the aged. We must pro- 
mote, advertise and publicize new plans and policies. 
And we must be able to go before the Congressional 
committee hearings next spring with a real story to 
tell—a story of dramatic growth in coverage, new 
ideas and approaches, and hopeful outlook for future 
progress. 

If we make that kind of effort—and if we can pre- 
sent a convincing case to Congress next year—I think 
we may be able to beat back the advocates of govern- 
ment action. If we do not make that effort, I would 
hesitate to predict the long-range future of medicine 
and voluntary health insurance. 
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brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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A MODERN PSYCHIATRIC HOSPITAL 
for the treatment of psychosomatic, neurotic and psychotic disorders and 
selected cases of alcoholism and drug addiction. 


Psychotherapy, analytic or directive, individually or group oriented; 
electro-shock therapy ; carbon dioxide inhalation; occupational therapy; medi- 


eal and nursing regimens are carefully adapted to each patient’s needs. 


Two resident physicians, a staff of consultants, and a limited number of 


patients insure intensive and individualized treatment. 


THE PINEBLUFF SANITARIUM 
Pinebluff, North Carolina 


Located in a 60-acre park of long leaf pines on U. S. Route 1, 
6 miles south of Pinehurst and Southern Pines. 


Maicolm D. Kemp, M. D., F.A.P.A., Medical Director Phone Pinebluff 
Butler 1-3700 
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An emotionally balanced patient 
Thanks to your treatment and the help of 
Deprol, her depression is relieved and her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities. 


A 
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No “seesaw’’ cffeci of amphetamine- 
barbiturates and energizers 


While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and j 
tension. And although amphetamine-barbiturate 4 f 
combinations may counteract excessive stimu- GIFTS DEPRESSION 
lation—they often deepen depression. i 


In contrast to such “seesaw” effects, Deprol a 
lifts depression as it calms anxiety—both at the : CALMS JANXIETY. 


same time. | Deprol 
Safer choice of medication than 
untested drugs 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


BIBLIOGRAPHY: 1. Alexander, L.: Chemotherapy of Use 
of i with b yzine (2-diethylami y ) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and 
Cariton, H. N.: Depro! as adjunctive therapy for patients with advanced 
cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Bell, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4. McClure, C. W., Papas, P. N., 
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K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. 7. Ruchwarger, A.: Use of Depro! (meprobamate 
combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 8. Settel, E.: Treatment 
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combination. Antibiotic Med. & Clin. Therapy. in press, 1959. 
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AND ENERGIZERS BARBITURATE 
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A may stimulate the combinations may 
< patient, but often control overstimula- 
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tension. depression. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
COMPOSITION: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 


SUPPLIED: Bottles of 50 light-pink, scored tablets. Write 
WALLACE LABORATORIES / New Brunswick, N. J. 
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New from Lederle 


a logical combination in appetite control TI 


with dextr ph ine sulfate LEDERLE 


meprobamate eases 
tensions of dieting 


v 
d-amphetamine 
depresses appetite 
and elevates mood | 


W 
...Without 


overstimulation 


...Without 
insomnia ? 


Without 
barbiturate hangover N 


Each coated tablet (pink) contains: 

d-amphetamine sulfate 

meprobamate 
Dosage: One tablet taken one-half : 

to one hour before each meal. N 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York N 
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Synonyms for 
Pain Relief... 


‘TABLOID’ Intensities of 

‘EMPIRIN’ 

0 M P0 UJ N D theumatic. conditions 
arthralgias 


alg'as 
Acetophenetidin myarg 
Acetylsalicylic Acid .... gr. common cold 


Caffeine toothache 
@arache 


‘TABLOID’ dysmenorrhea 
F PO UJ N D tension 


_ Minor surgery 
WITH post-partum pain 


CODEINE 


colic 


‘Migraine 

No. 1 Acetophenetidin ; musculo-skeletal pains 
Acetylsalicylic Acid .... gr. postdental surgery 
Caffeine 
Codeine Pt post-partum invoiution 


N fractures 
0. 2 Acetophenetidin synovitis /bursitis 
Acetylsalicylic Acid .... 


__felief of pain 
of all degrees of 


No. 3 Acetophenetidin Severity up to 
Acetylsalicylic Acid .... gr. which 


Code Phosphate requires morphine 


N 0 4 4 AND IN 
Acetophenetidin 


Acetylsalicylic Acid .... gr. 3% fevers 
Caffeine gr. dry, 


Codeine Phosphate gr. 1 unproductive coughs 


*Subject to Federal Narcotic Regulations 
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Your experience and trust throughout the 
years have established the wide use of the 
Empirin’ family in medical practice— 7 
dependable analgesics for the effective relief 
of pain, fever, and cough— with safety. 
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Compound 
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| Compound 
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“CODEMPIRAL™ 


By TABLOIDS ‘TABLOID’ | 
~‘Empirin’= ~Empirin’= 


Compound 


Compound 
Codeine Phosphate, Ne 


Codeine Phosphate, No. 4 
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BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 
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Both CENTRAL and P 


ECONGESTANT ANTIHISTAMINIC 


ANTITUSSIV 


- 
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Central Antitussive Effect — mild depentable 
Topica! Decongestion — prompt, prolonged 


Dihycrocodeinone bitartrat« 
and Expectorant Action Potassium guziaco! sulfonate .. 


oF emarks reg US 


HIGHLAND HOSPITAL, INC. 
FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University. 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—in- 
sulin, electroshock, psychotherapy, occupational and recreational therapy—for nervous and 
mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain 
North Carolina, affording exceptional opportunity for physical and emotional 
rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected 
cases desiring non-resident care. 
R. Charman Carroll, M. D. Robert L. Craig, M. D. 
Medical Director Associate Medical Director 
John D. Patton, M. D. 
Clinical Director 
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If she needs nutritional support... she deserves 


VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 


-EASES 
SPASM & PAIN IN 2 
SPRAINS, STRAINS, | 
LOW BACK PAINS 


ANNOUNCING 
SCHERINGS 
| NEW 
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relaxant analgesic 
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HOW KENT BLAZED THE TRAIL 
TO LOW TAR 
AND NICOTINE CONTENT 


A major independent research foundation, 
under Lorillard sponsorship, determined that 
the average puff of cigarette smoke contains 
over 12 billion semi-solid particles. Further 
research revealed that inhaled smoke from 


ordinary cigarettes hasa predomi- 
nant proportion of particles, from 
0.1 to 1 micron in diameter, 
averaging 0.6 micron. 

Ordinary filter fibers are so 
large that they create spaces 
through which the small semi- 
solid smoke particle can easily 
pass. However, in the extraor- 
dinary Kent filter, the fibers are 
mechanically manipulated in 
such a manner as to create a mul- 
titude of baffles and extremely 
tortuous passageways for the 
smoke. This is the ‘“‘Micronite’’ 
Filter. 

Lorillard pioneered research 
into filtration—creating a filter 
of extraordinary ability to de- 


CiIGaRerres 


KING SIZE 


crease smoke solids. So—from the very 
start—Kent blazed the trail to the lowest 
level of tars and nicotine among all leading 
brands. And today, tars and nicotine are 
at the lowest level in Kent’s history. 


This Kent achievement in the 
field of filtration was done with- 
out sacrifice of rich tobacco fla- 
vor. Kent uses only 100% natural 
tobaccos—the finest in the world 
today—to give you real tobacco 
taste. Kent satisfies your appe- 
tite for a real good smoke. 


If you would like the booklet, for 
your own use, “‘The Story of 
Kent,” write to: P. Lorillard 
Company, Research Depart- 
ment, 200 East 42nd Street, 
New York 17, N. Y. 


© 1959, P. Lorillard Co. 


KENT FILTERS BEST 
for the flavor you like 


A Product of P. Lorillard Company—First with the finest cigarettes—through Lorillard Research! 
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LEDERLE INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 times the 
activity of tetracycline against susceptible organisms. (Activity level 
is the basis of comparison—not quantitative blood levels—since 
action upon pathogens is the ultimate value.*) Provides significantly 
higher serum activity level... 


with far less antibiotic intake 


DECLOMYCIN demonstrates the highest ratio of prolonged activity 
level to daily milligram intake of any known broad-spectrum 
antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents. 


unrelenting peak 
antimicrobial attack 


The DECLOMYCIN high activity ievel is unique'y constant throughout 
therapy. Eliminates peak-and-valley fluctuation, favoring continuous 
suppression. Achieved through remarkably greater stability in body 
fluids, resistance to degradation and a low rate of renal clearance. 
*Hirsch, H. A., and Finland, M.: 


New England J. Med. 260:1099 
(May 28) 1959. 


Vemethyichlortetracycline Lederle 
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antibiotic design 


plus 
“extra- 


dav” 
3 A y DECLOMYCIN maintains activity for 
th a a. one to two days after discontinuance 
“ j activity of dosage. Features unusual security 
: against resurgence of primary infection 
: 4 FOR PROTECTION or secondary bacterial invasion— 
itly : 3 > AGAINST two factors often resembling a “resistance | 


problem”—enhancing the traditional 
advantages of tetracycline . . . for 
greater physician-patient benefit 


RELAPSE 


in the distinctive dry-filled, 


duotone capsule 
vity immediately available as: 
DECLOMYCIN Capsules, 150 mg., 
bottles of 16 and 100. Adult dosage: 
1 capsule four times daily. 


&> 
LEDERLE LABORATORIES 
a Division of 


AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Each tablet contains: tron (Ferrous Sulfate Exsiccated 194 mg.), 58 mg.; Dioctyl Sodium Sulfosuccinate, 100 mg.; Vitamin A, 6000 U.S.P. Units; Vita- 
min D, 400 U.S.P. Units; Vitamin Bi (Thiamine Mononitrate), 5 mg.; Vitamin B2 (Riboflavin), 5 mg.; Vitamin Be (Pyridoxine HCI), 2 mg.; Vitamin Biz 
Activity (Cobalamin Conc.), 2 mcg.; Vitamin C, 100 mg.; Folic Acid, 0.25 mg.; Niacinamide, 20 mg.: Calcium Pantothenate, 5 mg., Calcium (Calcium 


Carbonate), 150 mg.; (Phosphorus free formula). strength and vitality. . 
freedom from constipation 


prenatal dietary supplement of sodium 

osuccinate to offset constipation o 

= eS high _— content in 8 potent pregnancy by fecal softening makes 

THBAAINATAL? nutritional formula TERMINATAL a unique high-potency 
counteracts prenatal constipation dietary supplement for use to term. 

sensibly packaged in re-usable Supplied: 100 TERMINATAL capsule- 

narsing unit shaped tablets are packaged in a useful 


’ nursing bottle with nipple, ready for 
one-a-day dosage convenience the infant’s first formula. 


oOo / BENTON Laboratories Hatboro, Pennsylvania 


Division of Air-Shields, Inc. 
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clears the tineas 
from head to toe- 
orally 


In tinea capitis 


Before Futvicin: Tinea capitis (Microsporum After Futvicin: Normal, new hair growth after 6 
audouini) in a 7-year-old boy. weeks of oral therapy. 


Photos courtesy of M. M. Nierman, M.D., Calumet City, Ill, 
Lesions clear, cultures become negative in 


tinea corporis: 4 to 5 weeks’ - onychomycosis: 4 to 6 months! 
tinea cruris: 4 to 6 weeks' tinea pedis: 6 to 8 weeks' 


first oral fungistat to penetrate keratin from the inside... acts to check invading ring- 
worm fungi (Microsporum, Trichophyton, Epidermophyton)...usually well tolerated, | 
side effects rare in therapeutic doses. 
For complete information about dosage, indications and precautions consult Schering | 
Statement of Directions. 


Packaging: Futvictn Tablets, 250 mg., bottles of 30 and 100. 


1. Robinson, H. M., Jr., et al.: Griseofulvin, Clinical and Experimental Studies, A.M.A. Arch. 
Dermat., in press. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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QUALITY PESEARCH 


ILOSONE® 125 


Lauryl Sulfate 


SUSPENSION 


LILLY AND COMPANY « 


deliciously flavored - decisively effective 


Formula: 
Each 5-cc. teaspoonful provides Ilosone Lauryl Sulfate equivalent 


to 125 mg. erythromycin base activity. 


Usual Dosage: 


10 to 25 pounds 5 mg. per pound of body weight every 
25 to 50 pounds teaspoonful six 
Over 50 pounds 2 teaspoonfuls hours 


In more severe infections, these dosages may be doubled. 


Supplied: 


In bottles of 60 cc. 


llosone® (propiony! erythromycin ester, Lilly) 
Hosone® Laury! Sulfate ( propiony! erythromycin ester laury! sulfate, Lilly) 


INDIANAPOLIS 6, INDIANA, U.S.A. 
932702 
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SOUTH CAROLINA STATE NUTRITION 
COMMITTEE 


Composed of Representatives of State Organizations 
and Agencies 
Working on a Coordinated Food and Nutrition 
Program 
EXTENSION AND AMENDMENT OF 
PUBLIC LAW 480 
September 1959 


SEC. 201. (a) In order to insure the nutritional 
value of cornmeal, grits, and white flour when such 
foods are made available for distribution under 
section 416(3) of the Agricultural Act of 1949 or 
for distribution to schools under the National School 
Lunch Act or any other Act, such foods shall be 
enriched so as to meet the standards for enriched 
cornmeal, enriched corn grits, or enriched flour, as 
the case may be, prescribed in regulations promul- 
gated under the Federal Food, Drug, and Cosmetic 
Act; and in order to protect the nutritional value and 
sanitary quality of such enriched foods during trans- 
portation and storage such foods shall be packaged 
in sanitary containers. For convenience and ease in 
handling, the weight of any sanitary container when 
filled shall not exceed fifty pounds. 

(b) The term “sanitary container” means any con- 
tainer of such material and construction as (1) will 
not permit the infiltration of foreign matter into the 
contents of such container wader ordinary condi- 


tions of shipping and handling, and (2) will not, for 
a period of at least one year, disintegrate so as to 
contaminate the contents of the container, necessi- 
tating the washing of the contents prior to use. 

TO MEMBERS AND FRIENDS OF THE COM- 
MITTEE: 

Rice was singled out as the only staple grain food 
that will not be distributed in sanitary packages or 
nutritionally improved by enrichment. Corn meal, 
corn grits, and wheat flour will all be distributed in 
sanitary packages and enriched, but rice will not. 
This was the final action taken by Congress before 
adjournment a few days ago. 

Rice was stricken from the bill over the objection 
of United States Senator Olin D. Johnston who intro- 
duced the bill as a step toward improvement of the 
nutritional quality of school lunches. In the South 
where rice is consumed in large quantities it is pre- 
dicted that school lunch supervisors and others in 
charge of mass feeding will use less rice. During the 
hearings in Washington, testimony showed that rice 
in burlap sacks was contaminated during transporta- 
tion and storage. Undisputed testimony showed that 
rice needed enrichment fully as much as flour, grits 
and corn meal. 

While we have reason to be proud of our ac- 
complishments we must recognize that this project is 
not fully completed. A copy of the action taken by 
Congress follows for your information. 

D. W. Watkins, Chairman 
S. C. State Nutrition Committee 
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An improved method of 
pelvic traction therapy 
for LOW BACK SYNDROME 
at home or hospital 
FOR MEN, WOMEN and CHILDREN 


CAMP -VARCO > 


PELVIC TRACTION BELT 


7 indicated in: 


hip size. 


CAROLINAS 


Supply Co. 
East Tth St Tel. 2-4109 Charlotte. NC. 


1. “Slipped Disc.” 2. Sprain of lower back. 3. Osteoarthritis of lower back. 4. Acute 
scoliosis. 5. Fracture of lumbar vertebrae or processes. 6. Myositis, fibrositis, fascitis of lower 
back. 7. Simple fractures of pelvic bones. advantages: 1. Effective traction. 2. Early relief from 
pain. 3. Permits proper nursing. 4. No complications. 5. No contra-indications. 6. Easily applied. 
avoids: 1. Prolonged disability. 2. Quadriceps atrophy. 3. Dermatitis from adhesives. 4. Swollen 
’ ankles and knees. 5. Thrombophlebitis. 6. Decubitus Ulcers. 7. Patient irritation. 

You'll find this new Camp development immediately available from our com- 

plete stock of Camp supports. Complete instructions with every belt. Order by 


HOUsE 


Winchester-Ritch Sargical Co 
Smith St Tel 5656. “Greensbora MC. 
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for therapy 
of overweight patients 


+ d-amphetamine 
depresses appetite and elevates mood 


meprobamate 


eases tensions of dieting 
(yet without overstimulation, i ia 
or barbiturate hangover ) 


AMADEX 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


is a logical combination in appetite control 


b mo; 


sulfote, $ mo. 


Eoch cooted tablet (pink) contains 
Dosoge 


400 
+ One tablet one-half to one hour before each meal. 


<>) 


LEDERLE LABORATORIES 
A Division of AMERICAN CY ANAMID COMPANY, Pearl River, New York 


Ames Company 
Appalachian Hall 

Armour Company 

Benton Laboratories 

Blue Shield 

Brawner’s Sanitarium 
Bristol Laboratories 
Burroughs-Wellcome & Co. 
Coca-Cola Company, The 
Davies, Rose & Co., Ltd. 
Drug Specialties 

Eli Lilly & Company 

Estes Surgical Supply Co. 
Fesler Co. 

Highland Hospital 

Irwin, Neisler & Co. 

Jones & Vaughan, Inc. 
Kent Cigarettes 

Lederle Laboratories 
Mayrand, Inc. 

Medical College of Georgia 
Merch, Sharp & Dohme 
Parke, Davis & Company 
Pfizer Laboratories 
Physicians Casualty Company 
Pinebluff Sanitarium 
Professional Management South 
Riker Laboratories, Inc. 


ADVERTISERS 


J. B. Roerig & Co. 

Sandoz Pharmaceuticals 

Schering Corporation 

Sealy, Inc. 

G. D. Searle & Co. 

Smith-Dorsey 

Smith, Kline, & French 

St. Paul Fire & Marine Ins. Co. 
United States Brewers Foundation 


Wallace Laboratories 
Waverley Sanitarium, Inc. 


Wesson Oil & Snowdrift Sales Co. 
Westbrook Sanatorium 
Winchester Surgical Supply Co. 
Winthrop Laboratories, Inc. 
World Insurance Co. 


ESTES SURGICAL 
SUPPLY COMPANY 


Phone WAlnut 1700-1701 
56 Auburn Avenue 


ATLANTA, GA. 


WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 
Dr. CHAPMAN J. MILLING, MEDICAL DIRECTOR 
Dr. JAMES B. GALLOway — DR. PENROD G. HEPFER 
SENIOR ASSISTANT PHYSICIANS 


FOR RESERVATION CALL 


2641 FOREST DRIVE 
SUPERINTENDENT 2-4273 
= FIRE SPRINKLER SYSTEM THROUGHOUT HOSPITAL 


COLUMBIA. &. C. 
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The Diabetic Diet 


A measured diet is vital. Portions should be 
served in dishes that fit the serving. A small 
portion on a large plate is not a happy prospect. 
A food exchange list provides variations in diet. 
Insulin demands food with the urgency and 
regularity of an alarm clock. 

If dinner is late, suggest a light snack at the 
usual mealtime with corresponding caloric re- 
duction in the delayed meal. Hard candies do 


A few suggestions to help the diet fit your patient’s 
personal preferences and way of life 


of beer, with 
your consent, 
for a morale- 


booster 


well as a precaution against insulin reaction. 
Plan low calorie wafers when others nibble 
canapés or chocolates. Above all, give your 
patient a variety of his food preferences. 

And with a glass of beer*—at your discretion 
—your patient will find his diet interesting and 
ample without straying from instructions. 


*Carbohydrate 9.4 Gm; Protein 0.8 Gm; Calories 104/8 oz. 
(Average of American Beers) 


United States Brewers Foundation <A. 


Beer— America’s Beverage of Moderation 


If you'd like reprints of this and 11 other dietary suggestions, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y. 
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HEMORRHOID 
| PRON E- constantly 


on his feet 


PNS 


SUPPOSITORIES 


bring safe, soothing rectal comfort 


Fontocaine® hydrochloride (10 mg.) 
TO RELIEVE PAIN 
... long acting, nonirritating anesthetic 


| INeo-Synephrine® hydrochloride (5 mg.) 
TO REDUCE ENGORGEMENT 
. potent decongestant 
Sulfamylon® hydrochloride (200 mg.) 
TO RETARD INFECTION 


. .. broad-spectrum anti-infective 
Directions : with bismuth subgallate and balsam of Peru 
1 suppository rectally 
after each 
bowel 
and Ap ong As an added measure to promote rectal comfort while correcting 
How Supplied: bowel atonicity, add MUCILOSE®-SUPER to the patient's diet. 


This lubricating, nonirritating bulk laxative and stool softener 


Boxes of 12. will encourage easy, regular evacuation. 


PNS, Pontocaine (brand of tetracaine), Neo-Synephrine 
(brand of phenylephrine), Suifamylon (brand of mafe- LABORATORIES 
nide) and Mucilose, trademarks reg. U. S. Par, Off. 
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MEDICAL COLLEGE OF GEORGIA a 
logical 
combination | 
OBSTETRICAL COMPLICATIONS for 
IN GENERAL PRACTICE appetite suppression 
March 15, 16, 17, 1960 
meprobamate plus d-amphetamine 
Emphasis on diagnosis, treatment, and 
emergency management of toxemia, ... Suppresses appetite ... elevates mood 
third trimester hemorrhage and ... reduces tension . . . without insomnia, 
infection. overstimulation, or barbiturate hangover. 


18 hours credit, Category I, 
American Academy of General Practice 


| 


Registration limited to small group 
for close participant-faculty 
communication. 


Fee: $50.00, payable with application. 
Apply: Dr. Claude-Starr Wright ! 
Dept. of Continuing Education 


Medical College of Georgia 
Augusta, Ga. 


Each coated tablet (pink) contoins 400 mg.; ¢ sifate, 5 mg. 
Dosage. One tab! 


LEDERLE LABORATORIES 

A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York H 


for your needs. 


CHOICE OF THE 
SOUTH CAROLINA 
MEDICAL ASSOCIATION 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A SAINT PAUL AGENT IN YOUR. 

OMMUNITY AS CLOSE AS YOUR PHONE © 
Palmetto State Life Bidg. 


Columbia 1, S. C. 
ALpine 3-8391 
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If he needs nutritional support . 


he deserves 


GEVRAL 


Vitamin-Mineral Suppiement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


Quali ity Question. the | (etl 


unique refreshment of sparkling Coca-Cola 


SIGN OF GOOD TASTE 
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and for your patients — 


Posture is arws 


YOU CAN GET FROM SLEEPING... 
THAT’S WHY IT’S WISE TO SLEEP ON A 


POSTUREPEDIC 


Uniformly firm, 
Sealy Posturepedic 
keeps the spine 
level. Healthfully 
comfortable, it per- 
mits proper relaxa- 
tion of musculatory 
system and limbs. 
Exclusive “‘live-ac- 
tion”’ coils support 
curved, fleshy con- 
tours of the body, 
assuring relaxing 
rest that you know 
is basic to good 
health ... and good 


A Sagging 
Mattress Can 


Better On A 

posture. Cause This! Posturepedic 
* PROFESSIONAL So that you as a physician can 
DISCOUNT judge the distinctive features of the 
Sealy Posturepedic mattress for 
nad $3900 yourself before you recommend it 
to your patients, Sealy offers a 31 e- 
Limit of one full or cial Doctor’s Discount on this mat- 
twe twin size sets tress and foundation, when pur- 

Please check preference chased for your personal use, 


SEALY MATTRESS COMPANY 
666 Lake Shore Drive, Chicago 11, Illinois 
RETA PROFESSIONAL 

Posturepedic Mattress each $79.50 gad state) $60.00 
Posturepedic Foundation each $79.50 ‘'* $60.00 

1 Full size ( ) 1 Twin size { ) 2 Twin size ( ) 
Enclosed is my check ond letterhead. 
Please send my Sealy Posturepedic Set(s) to: 


NAME 
ADDRESS 
city ZONE 


STATE 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produzed 
from Cinchona Bark, is alkaloidally 
staridardized, and therefore of 
unvarying activity and quality. 


Whert the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for: Tablets Quinidine Sulfate, he is 
assured that this “quality” tablet 
is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
0.2 Gram (or 3 grains) 
Davies, Rose 


samples sent to physicians om request 


Boston 18, Mass. 
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NEW 


“EASES STRAINSY 
I? [- & LOW 
ie BACK PAINS...! 


CARISOPRODOL 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though asingle drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“... Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients . 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is avail.ble as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 4-227 
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relaxant 
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im G.I. disorders 


VISTARIL 


hydroxyzine pamoate 


takes him off 
the tension treadmill 


By restoring tranquility, VISTARIL 
rapidly helps to relieve functional 
pain and discomfort in many gas- 
trointestinal disorders. Clinicians 
find that patients on VISTARIL more 
willingly accept their condition and 
adhere better to their regimen. 


VISTARIL has an outstanding record 
of safety and is valuable adjunctive 
therapy in home or hospital when 
administered to patients with pep- 
tic ulcer, gastroenteritis,esophageal 
spasm, and nervous dyspepsia. 


A Professional Information Book- 
let is available from the Medical 
Department on request. 

Supply: Capsules—25, 50 and 100 mg.; 
Parenteral Solution—10 cc. vials and 


2 cc. Steraject® Cartridges, each cc. 
containing 25 mg. hydroxyzine HCl. 


science for the world’s well-being™ 


PFIZER LABORATORIES 
Div., Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


Tetracycline Lederle 


OPHTHALMIC OIL SUSPENSION 1% 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River. N. Y. 


the advantages of oil suspension 

rapid even coverage on eye, lids, fornices . 
resists dilution by lacrimation. _maintains 
effective antibiotic concentrations 


the effectiveness of ACHROMYCIN 

rapid suppression of common cocci and ba- 

cilli and of susceptible viruses—whether the 

primary infection or a complication of irrita 

tion, trauma, or inflammatory disease... fast 

resolution of swelling, erythema, and lesions 
.. excellently tolerated 


in the unique dropper-bottle 

precise measurement of dose... clean... 
minimizes contamination ...4 cc. plastic 
squeeze dropper-bottle; 10 mg. (1%) ACHRO- 
MYCIN Tetracycline HC! per cc. sesame oil 
suspension 
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Among a community's most valuable assets are 
its doctors. With today’s great advances in medicine 
and surgery, they are helping more and more people 
live longer, happier and more useful lives. 


And, in addition to their professional services, 
most doctors are doing still more. Through coopera- 
tion with local Blue Shield Plans, such as South Caro- 
lina’s, they are helping approximately 44 million 
people budget the cost of surgical-medical-maternity 
care. 


Doctors helped create the Blue Shield program 
out of a deep sense of responsibility to their fellow 
men. They supported it as a voluntary free-enterprise 
concept. 


Another sign of better health for all 
is BLUE SHIELD! 


Doctors continue to guide Blue Shield Plans 
through their local medical societies. Benefits are 
kept realistic, yet at the same time Blue Shield mem- 
bership costs are held low within the reach of almost 
every employed person. 


Except for necessary operating expenses and 
reserves, every cent paid in to Blue Shield goes toward 
helping to pay members’ doctor bills. An average 
of five million dollars weekly is paid to doctors for 
their care of patients who are protected by Blue 
Shield. 


Your local Blue Shield Plan exists for the sole pur- 
pose of helping you and your patients. It can be as 
important in your practice as you choose to make it. 
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NEW...to control pain and 


the pathogen in acute G. U. infection 


pyridine HCl-Sulfamethoxypyridazine Lederle 


COMPLEMENT FOR KYNEX 


Adds fast-acting analgesia of phenylazodiaminopyridine HCI. Relieves burning, urgency and pain-spasm. Eases 
voiding and retention of infected urine. 


.. to unexcelled sulfa control of KYNEX. Lower dosage of just 42 Gm. daily... prolonged action without hazard 
of crystalluria... reduced toxic potential... not surpassed by any other sulfa drug, singly or in combination. 
Dosage: Two tablets q.i.d. first day; one tablet q.i.d. thereafter. Each tablet contains: 125 mg. KYNEX in the shell 
with 150 mg. phenylazodiaminopyridine HCI in the core. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Quay» 
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in one preparation 


the answer to your 
three most important 
requirements in 
a douche 


For a dependable and TRICHOTINE is the first major 
effective means of treating douche to contain sodium lauryl sulfate, 
non-specific leukorrhea a detergent of the highest order of 


efficiency. TRICHOTINE penetrates and 


For adjunctive therapy in 
dissolves the viscid film covering the 

Trichomonas Vaginalis vaginitis and 

Salad : vaginal mucosa; gets down in the rugal 

other specific infections 


folds, carrying medication directly to 
For personal cleanliness the mucosa and the invading organisms. 
and the prevention of TRICHOTINE is a potent bacteri- 


irritation and inflammation cide and fungicide, penetrating the walls 


TRICHOTINE 


= 
' 
7 
4 
| 
al’ 
j 33 
®, 
| 
4 


of many micro-organisms. “The douche For personal cleanliness, especially 
solution is an effective agent against as a post-coital and post - menstrual 
Trichomonas Vaginalis, Monilia Albi- douche, TRICHOTINE is designed to 
cans, anaerobic organisms including a meet all the requirements of feminine 
potent strain of streptococci that some- hygiene. As an effective cleanser for 
times cause severe infections, and other office use, or for treatment, or for rou- 
non-specific vaginal micro-organisms.”* tine home douching, TRICHOTINE will 


TRICHOTINE actually favors epi- prove satisfactory to you and its sooth- 


thelial growth and healing, and the relief ing, refreshing action will be reassuring 


it affords from pruritis is quite striking. to your patients. 1.Karnaky, K.J.:Med. Record 
and Annals, Houston 46:296 (Nov. 1952). 


The Fesler Company, Inc., 375 Fairfield Avenue, Stamford, Conn. 


TRICHOTINE TRICHOTINE 
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Is one vegetable oil 
a better 
cholesterol-depressant 
than another? 


Yes...the one the patient 
prefers for taste. 


No leading vegetable oil can claim superiority over 
Wesson in its serum cholesterol-depressant effect. As a 
diet must be eaten to be effective, the preferred appetite 
appeal of Wesson is most important. Through the years, 
Wesson has been consistently favored over the next 
selling oil, particularly for flavor (blandness), odor and 
lightness of color*. Wesson encourages the patient to 
stay on the prescribed diet. 


Quality and uniformity you can depend on. Wesson 
has a poly-unsaturated content better than 50% . Only 
the lightest cottonseed oils of the highest iodine number 
are selected for Wesson and no significant variations 
in standards are permitted in the 22 exacting specifica- 
tions required before bottling. 


Each pint of Wesson contains 437-524 Int. Units of 
Vitamin E. 


Where a poly-unsaturated oil is called for in the diet, 
Wesson satisfies the most exacting requirements (and 
the most exacting palates!). 


Wesson’s Important Ingredients: 


Linoleic acid glycerides 50% to 55% 
Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 


Total tocopherols 0.09% to 0.12% 


Never hydrogenated pletely salt free 


*Substantiated by sales leadership for 59 years and reconfirmed by recent 
tests against the next leading brand with brand identification removed, among 
a national probability sample. 
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if stared 
as a 


old”. 


to prevent the sequelae 
symptom comple 


‘Otitis, tonsillitis adenitis, 
ahut on in eight cases of acute uper respira 

cold” 


Each TABLET contains: ACHROMYCIN® 
(125 mg.); phenacetin (120 mg.); caffeine (30 mg.); | 2 
salicylamide (150 mg.); chlorothen citrate (25 mg)."Also 


| 
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The Depinar special repository base permits slow absorption 
from the injection site, thus decreasing the need for frequent 
administration. Depinar continually bathes the tissues in 
vitamin B,, to provide more effective therapy and make 
patients feel better longer. A recent clinical report* shows 
over 98% of Depinar is retained after one week .. . and 
“Serum level vitamin B,.... sustained for 28 days or more 
from the single dose.” 


Each package of Depinar consists of a multiple dose vial, 
containing cyanocobalamin zine tannate (lyophilized) equivalent to 
2500 meg. vitamin B,.. The vial of diluent contains 5 cc. Sodium 
Chloride Solution for Injection. When reconstituted, 

each ml. of Depinar contains 500 meg. vitamin Bj». 


*Thompson, R. E., and Hecht, R. A.: Am. J. Clin. Nutrition 
7:311-317 (May-June) 1959. 


ARMOUR PHARMACEUTICAL COMPANY * KANKAKEE, ILLINOIS As 
Armour Means Protection 


ARMOUR 
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NEW ONE-DOSE TREATMENT FOR PINWORMS 


(PYRVINIUM PAMOATE SUSPENSION, PARKE-DAVIS) 


A new agent, POVAN SUSPENSION 

is singularly effective against 

pinworms...greatly improves 

and simplifies therapy. 
- single-dose effectiveness in 

pinworm infections?! 
- pleasant-tasting and well tolerated 
« easy to administer and economical 
* practical against the spread 

of oxyuriasis...a single dose 

to each member of a household 

or institution where pinworms 

are present! 

Administration and Dosage 
POVAN SUSPENSION is administered orally 
in a single dose. In small children, the 
dose is equivalent to 5 mg. pyrvinium 
base per Kg. of body weight. 
For convenience, a 5-cc, teaspoonful 
per 22 pounds (10 Kg.) of body weight may 


child would receive somewhat less than 
3 teaspoonfuls of the Suspension. . 
Adults also may be given Povan SUSPENSION 

according to the same dosage schedule, ss 
Note: Parents and patients should be 9am 
informed that PovAN SUSPENSION Will COlO 
the stools a bright red and that, f 
if will stain. 


a strawberry-flavored 
suspension containing the equivalent 
of 10 mg. pyrvinium base per cc., 

in 2-o0z. bottles. 

(1) Beck, J. W.; Saavedra, D.; Antell, G. Jpg 
Tejeiro, B.: Am. J. Trop. Med, 8:349, 1959, 


*TRADE-MARK 


IP 
PARKE, DAVIS & 
DETROIT 32, MICHIGAN 
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whenever there is 
inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINASE -STREPTODORNASE LE 


BUCCAL 


Tablets | 
conditions | 
for a fast 
comeback 


as 1n 
episiotomy 


VARIDASE Buccal provides a sim- 

ple, natural way to faster, early 

healing. By activating the fibri- 

nolytic enzymes responsible for | 
normal recovery, VARIDASE short- 
ens the catabolic phase of 
host response and reverses in- 
flammatory reaction. Edema is 
reduced. 


VARIDASE is not an anti-infective, 
but by increasing the perme- 
ability of the fibrin wall, it eases 
penetration of natural regenera- ; 
tive factors and fosters healthy i 
tissue growth, making infection ; 
less likely. i 
VARIDASE Buccal Tablets contain: 


10,000 Units Streptokinase and 
2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100. 


<> 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Co., 
es » Pearl River, New York 
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tense 
and 
patient 


| relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


: Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 


cm-9470 
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new way 
to relreve pain 
and stiffness 
un muscles 


and joints 


indicated in: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


WHIPLASH INJURY 


BURSITIS 


SPRAINS 


TENOSYNOVITIS 


FIBROSITIS 


FIBROMYOSITIS 


LOW BACK PAIN 


DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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@ Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SoMAtic pain 
@ Modifies central perception of pain without abolishing natural 


defense reflexes M Relaxes abnormal tension of skeletal muscle 


| 
N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 
@ More specific than salicylates @ Less drastic than steroids | 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SOMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 
ant drugs. 

Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY safe. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
j ported. Some patients may become:sleepy, particularly on high dosage. 


EASY TO Use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuiep: Bottles of 50 white coated 350 mg. tablets, 
Literature and samples on request. 


WALLACE LABORATORIES, NEW BRUNSWICK, N. 
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helping the hypertensive to help himself... 


THEOMINAL R.S. 


(Theominal with Rauwolfia serpentina) 


= Gradual but sustained reduction Theobromine 


of blood pressure Luminal® 
Rauwolfia serpentina 


= Mild bradycardic action alkaloids (alseroxylon) ............ 1.5 mg.* 


@ Alleviation »f congestive posaceE: The usual dose of Theominal R.S. is 


heada verti 1 tablet two or three times daily. When improve- 
ead che, ertigo, dyspnea ment has been maintained for a time, the dose 


w Relief from anxiety, excitability, may be reduced or medication suspended occa- 
insomnia sionally until resumption is indicated. 


Bottles of lets. 
w Sense of well-being SUPPLIED: Bottles of 100 and 500 tablets 


* = 0.3 mg. reserpine in activity 


LABORATORIES NEW YORK 18, N. Y. 


Theominal and Luminal (brand of phenobarbital), 
trademorks reg. U.S. Pat. Off. 
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If they need nutritional support. 


3 they deserve | 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


a LEDERLE LABORATORIES, a Division of 
=. AMERICAN CYANAMID COMPANY, Pearl River, New York 


ANNOUNCING “LEASES MUSCLE 
SCHERING'S SPASM & PAIN IN 
NEW SPRAINS, STRAINS, 


MYOGESIC’ _LOW BACK PAINS 


CARISOPRODOL 


*MYOGESIC 


muscle 
relaxant 


— analgesic 
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Tetracycline-Triple Sulfa Combination (TETREX® ¢ T/S) 


in the Treatment of INFECTION 


it is generally agreed that it is ideal to withhold 
antibiotic and chemotherapeutic drugs until 
after sensitivity tests show which antibacterial 
agent will be most effective. But very often, in 
actual practice, the physician knows that delay 
in starting antibacterial treatment may be detri- 
mental to the welfare of his patient. He must 
then select the therapy to meet the most serious 
and immediate threats to the patient. 


Why Combination Therapy? 


Certain infections do not respond as well to a 
single agent as to a combination. Hemophilus 
influenzae infections, which are frequent in 
children, are a particularly serious threat to 
infants and children up to about 3 or 4 years of 
age since they have not yet built up any appre- 
ciable immunity. Serious complications such as 
influenzal pneumonia, empyema, or meningitis 
may develop, especially in this age group. In 
fact, except for those periods when meningo- 
coccal meningitis is epidemic, H. influenzae is 
the most frequent cause of meningitis.’ This 
gram-negative organism is highly susceptible 
both to the tetracyclines and to the sulfonamides. 
Even in severe infections, therapeutic failure 
can be virtually eliminated by giving sulfona- 
mides plus tetracycline.' These two agents 
together constitute the treatment of choice, and 
give better results than either alone.” 

Sulfonamides remain the drugs of choice for 
all meningococcal infections, including menin- 
gitis. They readily penetrate the blood-brain 
barrier and pass into the cerebrospinal fluid in 
good concentrations.’ In treating overwhelm- 
ing meningococcal infections, and complicating 
infections of the upper respiratory tract caused 
by other organisms, the addition of tetracycline 
to sulfas can be valuable.* 

In recent years the sulfonamides have again 
been prescribed more and more frequently. In 
certain serious infections, better results can be 
obtained with a combination of antibiotic and 
sulfonamide than with either drug alone (e.g., 
severe pneumococcal pneumonia or pneumo- 
coccal meningitis®). Furthermore, mixed infec- 
tions, to which young children are particularly 
susceptible, often respond only to combination 
therapy such as tetracycline with sulfonamides 
(TETREX T/S). 


Why Triple Sulfas? 


Some sulfonamides, though therapeutically use- 
ful, frequently crystallize and cause renal dam- 


age. Sulfonamide mixtures are designed to 
prevent this effect. It is known that different 
substances can coexist in solution without inter- 
fering with each other’s solubility. In such a 
solution each component behaves as if it alone 
were present. Thus, a much larger total amount 
of sulfonamide can exist in the urine without 
precipitating if a mixture is administered than 
if the same amount of only one compound is 
given. 

Similarly, there is less danger of hypersensi- 
tivity with mixtures. The incidence of sensitiza- 
tion varies directly with the dosage and is 
limited to the particular sulfa given. Simul- 
taneous use of several sulfa compounds, each in 
partial dosage, tends to keep each drug below 
its own sensitization level.* As with all sul- 
fonamides, it is advisable to check for possible 
blood dyscrasias, rash, or renal toxicity during 
extended administration. 

TETREX © T/S, by combining only 167 mg. 
each of sulfadiazine, sulfamerazine, and sulfa- 
methazine, practically eliminates serious renal 
damage and sensitization reactions due to sul- 
fonamides while retaining the therapeutic effi- 
cacy of the total dose. 

TETREX ¢ T/S can be administered with con- 
fidence in all severe and mixed infections due 
to tetracycline-sensitive and sulfonamide-sensi- 
tive organisms, including infections of the upper 
respiratory, urinary, and gastrointestinal tracts. 


References: 1. Alexander, H. E.: The hemophilus group. In: Dubois, 
R. J.: Bacterial and Mycotic Infections of Man. Ed. 3, Philadelphia, 
J. B. Lippincott Co., 1958, p. 470ff. 2. Goodman, L. S., and Gilman, 
A.: The Pharmacological Basis of Therapeutics. Ed. 2, New York, 
The Macmillan Co., 1956, pp. 1322-1323. 3. Beckman, H.: Drugs — 
Their Nature, Action, and Use. Philadelphia, W. B. Saunders Co., 
1958, pp. 527-528. 4. Dingle, J. H.: Meningococcal infections. In: 
Cecil, R. L., and Loeb, R. F.: A Textbook of Medicine. Ed. 9, 
Philadelphia, W. B. Saunders Co., 1955, p. 196ff. 5. Goodman, L. S., 
and Gilman, A.: The Pharmacological Basis of Therapeutics. Ed. 2, 
New York, The Macmillan Co., 1956, p. 1308. 


TETREX®¢T/S 


Antibiotic-triple sulfa combination in a palat- 
able, cherry-flavored syrup. 


Each 5 ml. teaspoonful contains: 


Tetracycline (ammonium polyphos- 
phate buffered equivalent to 


tetracycline HCI activity) ..... 125 mg. 


This suspension may be stored at normal 
room temperature. 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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Bix 


tastes g00d! Each daily cherry- 
flavored teaspoonful dose (5 cc.) contains: 


Lysine-Vitamins Lederle ILysine HCI ....................... 300 mg. 
help restore the normal blood picture—iron as ferric Vitamin B,2 Crystalline....... 25 megm. 
pyrophosphate to restore or maintain normal hemoglobin. Thiamine HC! (B)).............. 10 mg. 

Pyridoxine HC! (B.) 5 mg. 


boost appetite and energy—vitamins...B,, Bs and Bis. 


upgrade low-grade protein—cereals and other low 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build 
stronger bodies. 


Ferric Pyrophosphate (Soluble). 250 mg. 
Iron (as Ferric Pyrophosphate) 30 mg. 


... 3.5 Gm. 
0.75% 
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Qetarie) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York . 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW PREVALENT 
ARE MULTIPLE 
GALLBLADDER 
ANOMALIES? 


One hundred and twenty-two cases 
of vesica fellea divisa (bilobed gall- 
bladder) and vesica fellea duplex 
(double gallbladder with 2 cystic 
ducts) are reported in the literature. 
A unique case of vesica fellea tri- 
plex has recently been described. 


Source: Skilboe, B.: Am. J. Clin. Path. 
30:252, 1958. 
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in medical 
management 

and postoperative 
care of biliary 
disorders... 


“effective” hydrocholeresis ... 


DECHOLIN 


(dehydrocholic acid, AMES) 


“...dehydrocholic acid...does con- 
siderably increase the volume out- 
put of a bile of relatively high water 
content and low viscosity. This drug 
is therefore a good ‘flusher,’ and is 
effectively used in treating both the 
chronic unoperated patient and the 
patient who has a T-tube drainage 
of an infected common bile duct.”! 


free-flowing bile 
plus reliable spasmolysis 


DECHOLIN... 
BELLADONNA 


DECHOLIN/ Belladonna in a dos- 
age of one tablet t.i.d. for a period 
of two to three months may prove 
helpful in relieving postoperative 
symptoms, aiding the digestion, and 
facilitating elimination.”? 


(1) Beckman, H.: Drugs: 

Their Nature, Action and Use, 
Philadelphia, W. B. Saunders Company, 
1958, p. 425. 

(2) Biliary Tract Diseases, 

M. Times 85:1081, 1957. 


AMES 


COMPANY, INC 
Elkhort « Indiana 
Toronto Canada 
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AG 
snap 


dependable 
analgesia 

at your fingertips 

in the snap-open ampul 

no filing scoring .no sawing 


PIONEER BRAND OF PROCAINE HYDROCHLORIDE with universal acceptance 


Novocain 1%, 2%, 10%, 20% Solutions with or without vasoconstrictors. 
Also available: Multiple Dose Vials with dual purpose caps for withdrawal by needle or pouring. 


LABORATORIES, NEW YORK 18,N.¥. 
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logical 
prescription 
for 
overweight patients 


meprobamate plus d-amphetamine 


depresses appetite ... elevates mood ... eases 
tensions of dieting ... without overstimulation, 
insomnia, or barbiturate hangover. 


anorectic-ataractic 


BAMADEX 


MEPROBAMATE WITH D-AMPHETAMINE SULFATE LEDERLE 


LEDERLE LABORATORIES 
A Division of AMERICAN CY ANAMID COMPANY, Pearl River, N.Y. 


Professional Management offers a 
complete business and practice man- 
agement service to the Medical and 


Dental professions, Hospitals and 


Clinies. 
Our aim is to give you: 
Greatest ease of practice. 


Maximum net income. 


An adequate, safe estate. 


Professional Management South 
159 Savannah Highway 
Charleston 41, 8. C. 


Phone: SOuth 6-8748 


ASHEVILLE 


alcohol habituation. 


Wm. Ray Griffin, Jr., M. D. 
Robert A. Griffin, M. D. 


APPALACHIAN HALL 
ESTABLISHED — 1916 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug and 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 
facilities including electroencephalography and X-Ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate for 
health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


for rates and further information write 
APPALACHIAN HALL, 


NORTH CAROLINA 


Mark A. Griffin, Sr., M. D. 
Mark A. Griffin, Jr., M. D. 


ASHEVILLE, N. C. 


a 4 
j 
Th 
ac 
pe 
| 
2 
; Yo 
ce 
va 
| wl 
ad 
Ni 
i 
as, =? 
n¢ 
D 
re 
P 
+ 
G 


NIAMID 
brightens life 
for the aged 


) gives the depressed elderly 
person a new sense of well-being. 
The family will notice a sunnier 
outlook, an alert interest in group 
activities, a renewed awareness of 
personal appearance, and a return 
of appetite. Your patient will be more 
cooperative and less demanding. 


You can expect to see the same ex- 
cellent response to NIAMID in a wide 
variety of depressive syndromes — 
acute or chronic, mild or severe, 
whether associated with long-stand- 
ing or incurable illness, or masquer- 
ading as organic disease. 


wip side effects are infrequent 
and mild, and often lessened or 
eliminated by a reduction in dosage. 
NIAMID has not been reported to 
cause jaundice, and significant 
hypotensive effects have rarely been 
noted. 


DOSAGE: Start with 75 mg. daily in sin- 
gle or divided doses, and adjust accord- 
ing to patient response, NIAMID acts 
slowly, without rapid jarring of physi- 
cal or mental processes. Some patients 
respond to NIAMID within a few days, 
but for full therapeutic benefit, most 
require at least two weeks. NIAMID is 
available as 25 mg. (pink) and 100 mg. 
(orange) scored tablets. 


ready clinically proved in several 


ousand patients— 


Complete references and a Professional 
Information Booklet giving detailed in- 
formation on NIAMID are available on 
request from the Medical Department, 
Pfizer Laboratories, Division, Chas. 
Pfizer & Co., Inc., Brooklyn 6, N. Y. 


NIAMID 
he mood brightener 
n geriatrics 

*Trademark for nialamide 


Pfizer) Science for the world’s well-being™ 
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athibamate 


meprobamate with PATHILON® tridihexethy! chloride Lederle 


greater flexibility in the control of tension, hypermotility 
and excessive secretion in gastrointestinal dysfunctions 


PATHIBAMATE combines two highly effective and well-tolerated 
therapeutic agents: 

meprobamate (400 mg. or 200 mg.) widely accepted tranquilizer and... 
PATHILON (25 mg.)—anticholinergic noted for its peripheral, atropine-like 
action, with few side effects. 


The clinical advantages of PATHIBAMATE have been confirmed by nearly 
two years’ experience in the treatment of duodenal ulcer; gastric ulcer; in- 
testinal colic; spastic and irritable colon; ileitis; esophageal spasm; anxiety 
neurosis with gastrointestinal symptoms and gastric hypermotility. 


Because of individual variation in the intensity of stimuli in gastrointestinal 
disorders, adequate dosage for optimum control may be expected to vary as 
well. The dosage strengths of PATHIBAMATE-400 and PATHIBAMATE-200 
facilitate individualization of treatment in respect to both the degree of 
tension and associated G.I. sequelae, as well as the response of different 
patients to the component drugs. 


Supplied: PATHIBAMATE-400-—Each tablet (yellow, 1/o-scored) contains 
meprobamate, 400 mg.; PATHILON tridihexethy! chloride, 25 mg. 
PATHIBAMATE - 200 — Each tablet (yellow, coated) contains 
robamate, 200 mg.; PATHILON tridihexethyi chloride, 25 mg. 
Administration and Dosage: PATHIBAMATE-400 —1 tablet three times a day at mealtime and 
2 tablets at bedtime. 
PATHIBAMATE-200—1 or 2 tablets three times a day at mealtime 
and 2 tablets at bedtime. 
Adjust to patient response. 
Contraindications: glaucoma; pyloric obstruction, and obstruction of the urinary bladder 
neck. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Psychic: 

Oam 
sympat 
parasy! 
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_ lass toxic effects than those demonstrated with other phenathia 
and ‘eff tive. ‘eatment of. wide range oF psycnological Gis- 
resent a major addition to the safe and ‘effectiy 


ew advance in tranquilization: 


eater specificity of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (S-CH;) is unique in 


Mellaril and could be responsible for the relative absence of 


pen Ghaes side effects and greater specificity of psychotherapeutic action. 


This is shown clinically by: 


1 A specificity of action on certain brain sites in 
contrast to the more generalized or “diffuse” 
MELLARIL action of other phenothiazines. This is evidenced 
by a lack of appreciable anti-emetic effect. 


HIC RELA N 

OAMPEN| 

MPATHETI ND inimal suppression of vomiting 

BPARASYMPA ittle effect on blood pressure  tranquilization | 
NERVOUS S EM d temperature regulation , 
Wie” 
2 Less “spill-over” action to other brain areas 
hence, absence of undue sedation, drowsiness or 
autonomic nervous system disturbances. 
Psychic relax 3 
Dampeni sa a A notable absence of extrapyramidal stimulation. 

sympatheti u 9 

parasympat o pening of blood pressure 

nervous sy Bees omperature regulation 4 Lack of impairment of patient’s normal drive and energy. 
other 5 Virtual freedom from such toxic effects as 

phenothiazine -type 


tranquilizers 


jaundice, photosensitivity, skin eruptions, 
blood forming disorders. 


INDICATION USUAL STARTING BOZE TCTAL DAILY DOSAGE RANGE 
ADULTS: Menta! and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. tid. 20-60 mg. 
MODERATE—where agitation exists in psychoneuroses, alco- 25 mg. t.i.d. 50-200 mg. 
holism, intractable pain, senility, etc. 
SEVERE — in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 
LLARIL Tablets, 10 mg., 25 mg., 100 mg. 
eld, A. M.: Scientific Exhibit, American Academy 
General Practice, San Francisco, April 6-9, 1959 
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PHYSICIAN’S DISABILITY INCOME 


APPROVED 
FOR MEMBERS ONLY 


SICKNESS OR ACCIDENT 
(MONTHLY BENEFITS) 
For total disability from accident: 


MONTHLY BENEFIT FOR LIFE__$300.00 
For total disability from sickness: 
MONTHLY BENEFIT first 


$300.00 
—thereafter— 
NON-CONFINING FOR LIFE __-__- $150.00 
FOR LIFE IF CONFINED -_-___-_-_- $300.00 


ADDITIONAL MONTHLY BENE- 
FIT WHEN HOSPITALIZED ____$300.00 
(up to 3 months for sickness or accident) 


THE SOUTH CAROLINA MEDICAL ASSOCIATION 


ACCIDENT BENEFITS 
(SPECIFIC LOSSES) 
FOR LIFE, monthly benefit 
for loss of both hands, feet, eyes; 
one hand and one foot; either 
hand or foot and one eye. 

Loss of either hand or foot, monthly 
benefit for 20 months ______-_-_- 

Loss of sight of one eye, monthly 
benefit for 10 months 

Loss of Life (Accident) 
(and in addition, the monthly and 
hospital benefit for the period be- 
tween date of accident and date 
of death) 


MONTHLY DISABILITY AND SPECIFIC LOSS ACCIDENT BENEFITS ARE 
DOUBLED FOR SPECIFIED TRAVEL ACCIDENTS 
$100.00 ADDITIONAL MONTHLY BENEFIT FOR TOTAL DISABILITY for as long 
as one year is available by rider. 
POLICY FEATURES 
peewee ad CONTINUANCE AGREEMENT for members of the South Carolina Medica) 
ssociation. 
Disability Benefits begin with first day of disability and medical attention. 
Pays total disability income benefits for life—covering both accidents and sickness. 
There is no time limit or aggregate as to total disability payments. 
House confinement is not required. 
Covers accidental bodily injury on the policy date and sickness originating more than 
30 days thereafter. 
Coverage extends throughout the United States, Alaska, Hawaii and Canada, but of 
course there are the usual exclusions as to suicide, insanity, venereal disease and war. 


Scheduled commercial airline passenger accidents are covered, but not other hazards of 
aviation. 


Waiver of premium after three months of total disability. 
A grace period is allowed for payment of all renewals. 

POLICY CONTINUANCE AGREEMENT 
COMPANY CANNOT REFUSE TO RENEW YOUR POLICY NOR MODIFY OR 
RIDER IT FOR CONDITIONS ORIGINATING AFTER THE EFFECTIVE DATE as 
long as (1) premiums are paid when due, (2) you remain actively engaged in your 
profession or occupation, and (3) the Company continues to renew like policies issued 


to members of your profession or occupation within your State of residence. 


Written by: 


MAIL THIS COUPON 


One of the oldest and largest institu- 
tions of its kind in the World specia!- 
izing in Professional Disability In- 
come. 

WORLD INSURANCE COMPANY 


Professional Division 
South Carolina State Office 
1247 Sumter Street 
Columbia, South Carolina 


OVER FIFTY 
YEARS CONTINUOUS 
SERVICE! 
“MILLIONS PAID IN CLAIMS” 


Check 


Check 


MAIL TODAY 


S. C. M. A. MEMBERS 
MAKE INQUIRY TODAY 


As a member I would like complete 
details regarding the Physician’s dis- 
ability income available to S.C.M.A. 
members only. 

I would like full information in re- 
gard to changing my present cover- 
age to the above which is optional. 
World Insurance Company 

Columbia, S. C. 


Dr 
Street 
City. 


865-579 


This is a resume of benefits—your policy fully states all terms and conditions. 
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ounteract Depression with» 
Mistinetively WELL-TOLERATED 


@ ‘Deaner’ may be prescribed with little or no 
concern over side effects even in the presence 
of liver disease, diabetes, cardiovascular 
disease, and a long list of other chronic 
conditions, except grand mal epilepsy (only 
contraindication). 


® ‘Deaner’ is not a monoamine oxidase inhibitor; 
hence it is not necessary to monitor its 
administration with repeated, expensive 
laboratory tests. 


® This notable freedom from side effects endows 
Deaner’s long-term administration with 
easier patient supervision, better patient 
cooperation, and greater safety. 


® Dosage is simple—initially, 50 mg. (2 tablets) 
daily in the morning. Gradually, apathy 

and defeat are transformed into affability and 
renewed interest and vigor. 


Write for details and the applicability of 
‘Deaner’ in behavior problems of children 


a 


Protection against loss of income from accident & 
sickness as well as hospital expense benefits for you 
and all your eligible dependents. 


| 
| 
} anorectwe-i 


Handsome Professional Appointment Book sent to | 
you FREE upon request. 


PHYSICIANS CASUALTY AND HEALTH 


ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


BRAWNER’S SANITARIUM 


(Established 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American 
Psychiatrie Association and the Joint Committee 
on Accreditation 


Jas. N. Brawner, Jr., M. D. Albert F. Brawner, M. D. 
Medical Director Associate Director 


PHONE HEmlock 5-4486 
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for control of nasal allergies 
and seasonal hay fever 


BRAND OF TIMED DISINTEGRATING ANTIHISTAMINE-DECONGESTANT TABLETS f° 


Each tablet contains: ——~— 6.0 mg. Chlorpheniramine Maleate 


37.5 mg. Pyrilamine Maleate 


15.0 mg. Phenylephrine 
Hydrochloride 


ONE TABLET 


swiftly drys up nasal secretions; 
yields maximum response 10 to 12 hours 


One third of the dosage disintegrates 
immediately to control irritating nasal 
secretions. The remaining dosage re- 
leases gradually to provide a therapeu- 
tic effect up to 10 to 12 hours. Only 
minimum side effects and low pressor. 


Two widely proven antihistamines. 
And, a potent decongestant. Now 

‘ combined in Animine Timed Disinte- 
grating Tablets. 


Prescribe 


Anamine 


Available in botties 
50 and 250 tablets; 
also pint liquid. 


PHARMACEUTICALS Greensboro, North Carolina 
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ance 


Substantiated by published reports of leading clinicians: 


- effective control * minimal disturbance 
of allergic of the patient's 
and chemical and psychic 


inflammatory symptoms™ balance 


1, 4, 5, 819 


dications 
Matoses 
ecaution. 
ed. Do 
mptomis. 

tied out 
pplied : 

etate | 


ere) 


“4 patients chemical a chie balance... 
| 
& 
] 


¢ freedom from salt and water retention 


* virtual freedom from potassium depletion 


negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite—no excessive weight gain 

* low incidence of peptic ulcer 

* low incidence of osteoporosis with compression fracture 


dications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
Matoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
ecautions: With artstocort all traditional precautions to corticosteroid therapy should be ob- 
ved. Dosage should always be carefully adjusted to the smallest amount which will suppress 
mptoms. After patients have been on stervids for prolonged periods, discontinuance must be 
tied out gradually. 
pplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 

etate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./cc.). 


t anti-inflammatory and antiallergic levels ARISTOCORT means: 


LEDERLE 


References: 1. Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.4.M.A. 167:58 (May 3) 1958. 2. Epstein, J.1. and Sher- 
wood, H.: Connecticut Med. 22 822 (Dec.) 1958. 3. Friedlaender, S. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum. Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.4.M.A. 
167 :1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.A.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.: 
J.4.M.A. 165 :1821 (Dec. 7) 1957. 
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ATARAX 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


PASSPORT 
T 


0 
TRANQUILITY 


© 


| tra UNI Verge) 
In anxiety. tension 4nd ag; tation, | 
ATARAx Produceg 2 more j 
favorable State of Calm and tranquility 
j than "DY drug Previous) Used, A WORT) OF” 
/ ts Widest latitude of 
Safety ang Hexibility | 
No Serious Adverse Teaction ever 
documen ted _ five dosage forms f ar 
2Nd size, j 
Chem; I] IStingy 
h d A in } Dosage. ADUL Ts, One 25 Mg. tablet, or 
Not a Prenothiazine or a ™Probamate j years, one 10 mg tablet One tsp 
Syrup Ver ¢ Years, two 19 Mg, 
Cts op Wo Sp, Yrup 
Supplieg. Tiny 19 25 m 8nd 109 i 
fron Gers of tUlnesg mg. tablets bottles of 109, Pint 
meee UNigque benegt, In SPecific pottles, Parenteray Solution, 10 mu]. h 
in ication, tiple-dos. Vials | 
C 
ANTI Y berg, A, R., et al, ; 29 2358 
RR TOR j 4. B. C.: JAM. 4 469 :14 (Jan, %) 
NTIA RE j 1959, 5. 98:14) 
‘ ANT j clinicay fron, ig “oUntries, “ratory 


.. they deserve 


GEVRAL 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: F 
500 U.S.P. Units 
Vitamin Bis with AUTRINIC® 
Intrinsic Factor Concentrate . .1/15U.S.P. on Unit 


Thiamine Mononitrate(Bi). ........ mg. 
Vitamin E (as tocopheryl acetates)... .. 10 1.U. 
I-Lysine Monohydrochloride ........ 25 mg. 
0.1 mg. 
Phosphorus (as CaHPO,). ... 122 mg. 
Boron (as ........ 0.1 mg. 
0.1 mg. 
Manganese (as Mn02). ...... 1 mg. 
Magnesium (as MgO) 1 mg. 
Potassium (as eee 5 mg. 
0.5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone EL 9-5701 


Staf PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


_THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D. Associate 


ELIZABETH B. PARSONS, Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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brand of oxytetracycline 


‘a TERRAMYCIN’ 


Initiation of 
with new, ready-to-inject Terramycin Intra. 
muscular Solution maximum, susta 


every six hours will provi highly offe 
antibacterial serum and tis: 

prompt infection control. 


The unsurpassed record of 
and safety established for Te 


Cosa-Terramycin P. 
(100 


available through your Pfizer Represen at 
Medical Department, Pfizer Laboratories. 


*Contains 2% Xylocaine® (lidocaite), t 


CONVENIENCE and ECONOMY 
 CONVEN: CE and ECONOMY 
of broac cur ntibrotic py 
COSA-TERRAMYCIN: | 


CHOICE THERAPY 
FOR THE “OLDER” 
PATIENT WITH MILD 
TO MODERATE 
HYPERTENSION 


R Veratrite 


More than 13,000,000 prescriptions attest that 
Veratrite continues to be the antihypertensive of 
choice for the older hypertensive patient. Veratrite 
can be prescribed safely and routinely for those 
who usually cannot tolerate more potent drugs. 
Veratrite now contains cryptenamine which 
acts centrally to produce a gradual fall in blood 
pressure, yet improves circulation to vital organs, 
relieves dizziness and headache, and imparts a 
distinct sense of well-being. Furthermore, 
Veratrite achieves its effects with unusual safety 
and without annoying side effects. 
Each Veratrite tabule contains: Cryptenamine (tan- 
nates), 40 C.S.R.* Units; Sodium nitrite, 1 gr.; Pheno- 
barbital, % gr. Dosage: 1-2 tabules t.i.d., preferably 


2 hours after meals. 
*Carotid Sinus Reflex 
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when upper 
respiratory congestion 


TRISULFAMINIC provides logical therapy 


is complicated 
by bacterial invaders 


° for the patient ill with congestion and infection of the upper respira- 
tory tract, as in purulent rhinitis, sinusitis, tonsillitis and otitis 
media, when caused by sulfa-susceptible bacteria ; 


because secondary invasion by such bacteria so frequently follows 


the common cold.? 


the reasons for combining Triaminic with triple sulfas 


Triaminic and triple sulfas are not only 
pharmacologically compatible, they are a 
therapeutically logical combination for 
upper respiratory infections: Triaminic for 
effective decongestant relief from rhinitis, 
rhinorrhea and sinusitis;? triple sulfas for 
well-established antibacterial action. 


Available as TABLETS and SUSPENSION 


The advantages of Trisulfaminic in upper 
respiratory infections include: proved 
effectiveness; safety; economy; ease of ad- 
ministration; less likelihood of sensitivity 
reactions ;* compatibility with antibiotics 
and other antibacterial therapy. Provided 
also as Suspension for additional convenience. 


TRIAMINIC WITH TRIPLE SULFAS 


Dosage: 


Each easy-to-swallow Trisulfaminic Tablet Adults—2 to 4 tablets or tsp. ini- 
or 5 ml. teaspoonful of Suspension provides: tially, followed by 2 tablets or tsp. 


every 4 to 6 hours until the patient 


Selanne ~~ has been afebrile 3 days. Children 


(phenylpropanolamine HCl 12.5 mg. 
pheniramine maleate ......... 6.25 mg. 
pyrilamine maleate .......... .. 6.25 mg.) 


Trisulfapyrimidines, U.S.P. ..............0.5 Gm. 


The palatability, convenience and effectiveness of the Suspension make it especially suitable 
for children and for those older patients who prefer liquid medication. 


8 to 12 — 2 tablets or tsp. initially, 
followed by 1 tablet or tsp. every 
6 hours. Children under 8—dosage 
according to weight. 


References: 1. Cecil, R. L., et al.: J.A.M.A. 124:8 (Jan. 1) 1944. 2. Fabricant, N. D.: E.E.N.T. Monthly 
37:460 (July) 1958. 3. Beckman, H.: Drugs, Their Nature, Action & Use, Saunders, Philadelphia, 


1958, p. 527. 
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Can antacid therapy J 
be made more effectiv 
and more pleasam 
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THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTIO 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short f | 
mer dried aluminum hydroxide gel, (stabilized with hexitol), with 75 mg. magnesium hydrow 


1. Neutralizes acid faster (quicker relief) 
2. Neutralizes more acid (greater relief) 
3. Neutralizes acid longer (more lasting relief) 
4. No constipation - No acid rebound 
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@ ts at least | and averages lem than 6. X is 2 cation. 


CREAMALIN NEUTRALIZES MORE ACID FASTER — NEUTRALIZES MORE sci LowGeR 


Duration of action at pH from 3 to 5* 
(Per gram of active ingredients) 


Acid neutralization with 10 leading antacid tablets* 
(per gram of active ingredients) 


tablets 
MALIN 
-@eaA 


mi. HCI 


0 10 20 30 40 60 60 new 
CREAMALIN 
fabiels 


"10 20 30 50 60 
powdered and suspended In dated water in a constant *Hinkel, ©. T., dr., Fisher, M. P. and Tainter, M. L: A new highly reactive aluminum 
i iner (37°C) equipped with hanical stirrer and pH electrodes. Hydrochioric hydroxide complex for gastric hyperacidity. To be pubiished.. 
td was added as needed to maintain pH at 3.5. Volume of acid required was pH stayed below & 


ded at frequent intervals for one hour. 


Do antacids have to taste 
like chalk? 


No chalkv taste. New CrEAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 
chew, mint flavored. 


* NO ACID REBOUND + NO CONSTIPATION 
* NO SYSTEMIC EFFECT 

Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 

as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 

every two to four hours. Tablets may be chewed, 


swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 
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USEFULNESS 


MINIMAL 


SEVERITY 


The extended usefulness of TENTONE is readily apparent pose 


ree O 
ur tit 


TENTONE® Methoxypromazine Maleate is a new, distinctive phenothiazine ... highly activ: 


...for general use in mild and moderate emotional and psychosomatic disorders. Bodi. ” 
port. ci 


TENTONE elicits a striking, positive calming response!?...with marked reduction of R939 ( 
psychic disorientation, and low risk of blood, liver or other organic toxicity and intolerance.! 


TENTONE parallels the weaker ataractics in low incidence of side effects. Freedom from 
induced depression is apparently even greater.’ 


TENTONE provides a broadly adaptable dosage range (30 to 500 mg. daily) to permit 
maximum control in cases of varying severity. 


TENTONE is also indicated to relieve emotional stress in surgical, obstetric and other 
hospitalized patients. 
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bosage: Mild to moderate cases—average starting dose, one 10 mg. or one 25 mg. tablet 
ree or four times daily. Moderate to severe —average starting dose, one 50 mg. tablet 
ur times daily. Supplied: 10 mg., 25 mg., and 50 mg. tablets. 

Bodi, T., and Levy, H.: Clinical report. cited with permission. 2. Wetzler, R. A., and Phillips, R. M.: Clinical 


port. cited with permission. 3. Prigot, A.: Clinical report, cited with permission. 4. Gosline, E., et al.: Am. J. Psychiat. 
939 (April) 1959. 5. Turvey, S. E. C.: Clinical report, cited with permission. 


thoxypromazine Maleate Lederle 
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cough due colds allergy 
EXPECTORANT 


® for quick, effective relief 


a *Antiallergic, antispasmodic, demulcent Each fluidounce of AMBENYL EXPECTORANT 


; bReduces bronchial spasm and congestion contains: 

' bHelps thin mucus and facilitate expectoration Ambodry]® hydrochloride (bromodiphen- 

hydramine hydrochloride, Parke-Davis) 24 mg. 

Benadryl® hydrochloride (diphenhydramine 

: hydrochloride, Parke-Davis) ........ 56 mg. 

. Dihydrocodeinone bitartrate ............ \% gr. 

Ammonium chloride ................... 8 gr. 

Potassium guaiacolsulfonate ............. 8 gr. 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 
teaspoonfuls; children, 1% to 1 teaspoonful. 


PARKE, DAVIS & COMPANY 
* DETROIT 32, MICHIGAN 


4 
— 
AY 
— 


_ 


“This should 
lift your spirits 
and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- 
partum patient suffering the “‘baby blues” . . . the convalescent 
patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 
effect of 


D Tablets Elixir 
e x alm y Spansule” brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine® Tablets - Elixir Spansule" capsules 


brand of dextro amphetamine 


@ Smith Kline & French Laboratories 
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